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THE INJUDICIOUS USE OF INTRA- 
NASAL MEDICATION* 


A. J. McCOMISKEY, M. D. 
NEW ORLEANS 


I have always felt a little reluctant to 
speak at an allergy meeting for I am not, 
as most of you know, a “Simon pure” al- 
lergist, but rather profess to be an otorhi- 
nologist. It would take far more than ten 
minutes for me to tell you what I think, or 
rather what I do not think, of nose drops, 
but I shall attempt to keep within my time 
limit. I am not going to speak to you about 
osmosis, and Ph; that would take up all the 
time allotted me besides it can be found in 
many articles by Fabricant and others, but 
am going to limit myself to a few practical 
personal experiences and hope that from 
them you can get at least one point to think 
over. 

Almost every day there comes to my of- 
fice some patient with a completely stopped 
up nose. From the moment they begin to 
speak it is easy to tell that they have abso- 
lutely no nasal airway which is essential for 
good voice resonance. Their histories are 
usually very similar and date back to a 
cold or attack of hayfever several months 
before, but which failed to clear up in the 
usual period of time. Then they consulted 
first one physician then another, each giv- 
ing relief for a while only to have the symp- 
toms return. Often the story includes com- 
plete allergic skin testing and a history of 
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repeated hypodermic medication over a 
varying length of time, but usually ends 
with the remark “and now I am using these 
drops, but they don’t give me much relief 
any more, they used to keep my nose open 
when I used them three times a day, but 
now I use them every twenty minutes and 
can’t breathe. I carry a bottle with me, 
have a bottle at my office, and keep another 
bottle under my pillow.” 

Intranasal examination of these cases re- 
veals a mucosa that is devoid of color, 
swollen, pale, and edematous to the point 
that it is in apposition with the septum, 
with a thin, watery discharge, the nose 
blocked so tightly that even a tooth pick 
could not be passed through it. Use of an 
astringent usually brings the swelling down 
and reveals a septum that is fairly straight 
and not unduly thickened, turbinates that 
shrink to their normal size revealing no 
evidence of cyst formation, no polypi, and 
no pust indicative of sinus infection. 

The keynote of the history is the fact 
that the blocking has occurred without any 
correlation to pollination, and that no puru- 
lent material is blown from the nose. Trans- 
illumination usually reveals antra and fron- 
tals completely clear to light. Occasionally, 
while their tissues are shrunken the antra 
can be easily and painlessly washed out 
through the natural ostia and the washings 
are almost always clear of purulent ma- 
terial. 

Within a few moments after the astrin- 
gent has been applied the patient is usually 
relieved in breathing, begins to lose his ner- 
vous tension and wants to know the name 
of the medicine used so he can get some to 
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put into his nose. When you tell him you 
intend to keep his nose open without any 
drops he usually snickers and then looks at 
you as though he thought you were “off the 
beam”, and says, “Well Doc I’ll surely suf- 
focate tonight.” Then your ability as a 
salesman really comes into play. I explain 
to them that whereas his trouble may have 
begun as a cold, sinus attack, or hayfever, 
his original trouble has probably cleared 
up and he is now getting a reaction from 
too many drops. I try to impress upon him 
the fact that I could order a dozen differ- 
ent drops to open his nose, but for every 
bit he shrinks it today, will be followed by 
a compensatory swelling tomorrow. The 
second day he would have to us more drops, 
and the swelling would be worse on the 
third day, until a vicious circle sets in, 
whereby he has to use the drops to breathe, 
and the more drops he puts in, the more 
swelling he will have the next day. If he 
would refrain from putting anything into 
his nose for forty-eight hours, he would no- 
tice some improvement. At the end of a 
week he would be breathing on his own, 
vnd within two weeks it should feel almost 
like a new nose. 


As long as the patient is moving about in 
the daytime he gets along pretty well, aided, 
if practical, by the application of hot tow- 
els across the bridge of the nose, cheek- 
bones and forehead for about five minutes 
at a time, three or four times a day to in- 
crease circulation. But absolutely nothing 
is to be put into the nose, and it is wise to 
specify, “‘no drops, inhalators, douches, ir- 
rigations, or any intranasal medication 
whatsoever”, for they are just as prone not 
to put any drops in, but to sniff on a ben- 
zedrine inhalator all day. The nights are 
worse then the days and they must be given 
2 sedative for the first two or three nights. 
I insist on the sedation early, and request 
that it be taken about one-half hour before 
the evening meal, so that they will get full 
absorption from it, will be pleasantly re- 
laxed, and can retire shortly after dinner 
and get some rest even though they do have 
to breathe through the mouth for the first 
two nights. In addition, I give a small 
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dose of catarrhal vaccine combined with 
some nonspecific protein for its immediate 
reaction. 


As soon as the reactionary swelling has 
subsided sufficiently to permit a thorough 
examination of the nose, it is made certain 
that there is no active sinus infection pro- 
ducing congestion of the turbinates. Often 
a deviated septum or a dislocated quadran- 
gular cartilage acting as a bottle neck will 
be the causative factor in starting the pa- 
tient on drops. Sometimes the middle tur- 
binates will become cystic in character and 
grow to many times their normal size, 
blocking the entire upper half of the nose 
and causing constant dull headaches, at 
other times the nose will be blocked by nasal 
polypi. Frequently there is but one big 
polyp on either side. Other cases may show 
numerous polypi springing from one or 
both ethmoidal areas, which must be cleaned 
out at the first opportunity. How anyone 
can expect drops or vaccines, or the combi- 
nation of them, to get rid of a polypi as big 
as the thumb, is beyond me and yet I have 
seen such cases, many, many times. The 
use of a snare will remove the growth in a 
few moments, and they are then returned 
to the allergist for follow up treatments in 
an effort to remove the underlying allergic 
factors. I always make an earnest effort 
to remove every bit of the polypoid material 
or “roots” as possible, although I have 
heard one of our prominent allergists state 
that he does not bother to clean them out 
so thoroughly but relies upon his extracts 
to cause a complete atrophy or disappear- 
ance. That has not been my personal ex- 
perience. 

The same applies for a badly deviated 
septum or enlarged middle turbinates. No 
amount of drops will cause any permanent 
reduction in size any more than drops would 
straighten a crooked leg or arm. The pro- 
longed use of intranasal medication beyond 
the fifth and seventh day will cause a reac- 
tionary swelling to the drops used, not to 
mention the nervousness, irritability, and 
loss of sleep caused by medication that con- 
tains ephedrine or one of its allied salts. 
There should be more cooperation between 
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the allergist and rhinologist. The consult- 
ing of one with the other is no reflection 
upon the ability of either, and should be 
resorted to more frequently, to the benefit 
of all concerned. Also, the allergist should 
use his head mirror as often as his stetho- 
scope and learn to differentiate between an 
allergic membrane and an inflamed mem- 
brane; the difference between a membrane 
irritated by chemicals and one due to pol- 
linosis; whether obstruction is due to aller- 
gic reaction or mechanical blockage, such as 
foreign bodies, tumors, polypi, or bony mal- 
formations, before ordering any intranasal 
medication. After all, if we have faith in 
our vaccines, why rely at all on drops. 

To me, ordering nose drops is cutting the 
knot, not untying it, or really correcting 
the condition. I very, very rarely, order 
drops of any kind, but when a patient does 
ask for them, that little still voice within 
me says, “Brother you have failed’. If 
you had corrected his underlying pathology 
he would not want them in the first place, 
and nothing is more pitiful than the patient 
who has become addicted to drops with co- 
caine. Surely they must make the patient 
feel like he owns the world for a while, but 
their prolonged use will certainly tell on 
his health in time to come. 

Lastly, I should call to your attention the 
number of cases of impaired hearing re- 
sulting from drops getting into the eusta- 
chian tubes. We get a third of our hearing 
through the nose, via the eustachian tubes. 
Just one drop of medication can block an 
eustachian orifice and make us feel like the 
“head is in a barrel”, but to add to our 
troubles the drops irritate the mucosa call- 
ing forth a pale, watery secretion, the 
membranes swell until no drainage is pos- 
sible, the fluid, usually sterile increases un- 
til the middle ear becomes filled. Often the 
patient will tell you the only way he can get 
relief is when he puts his head down as 
though to tie his shoe. This permits the 
fluid to run up into the attic away from 
the drum. Examination of the drum shows 
no inflammation, a fair light reflex, but 
usually a glazed or camphor appearance 
of the drumhead. On catheterization of the 
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eustachian tubes a crackling of the fluid 
can be heard. We have developed small 
suction tubes which can be placed through 
a catheter into the eustachian tube or mid- 
dle ear and the drops or fluid removed, but 
in other cases the exudate is so great that 
paracentesis with aspiration of fluid is ne- 
cessary to permit the ear to become dry and 
healthy again. Under sterile precautions 
this is neither painful nor harmful and the 
drum has always healed over again, in fact 
too quickly, usually within forty-eight to 
seventy-two hours. I believe we could get 
a better result and quicker cure if the drum 
would stay open longer and permit better 
drainage. 


Until Hasiltine, Fabricant, Proetz, and 
others called attention to the physiology of 
the nasal mucosa, stronger and stronger 
medications were used. Now however, the 
reputable manufacturers are trying to 
bring out a drop as nearly devoid of second- 
ary reaction as possible, although the opti- 
mum has not been reached. 


The newer antibotics are wonderful for 
infections. In my own office practice, we 
make up most of our solutions without 
combining an astringent, for in most cases 
it is the astringent and not the antibiotic 
that gives the secondary swelling, though I 
realize that many antibiotics do give aller- 
gic manifestations, which time will not per- 
mit discussing. I believe this summer will 
see the use of many of the recently devel- 
oped antihistiminic drugs in the form of 
nose drops, probably more helpful and less 
irritating than anything that has been used 
in the past, but again, I feel that their pro- 
longed or too frequent use will cause the 
mucosa to swell and block and bring on a 
chain of symptoms similar to the conditions 
which they are intended to relieve. 


So in closing, let me say, that if you must 
use nose drops win the patient’s coperation 
to use them as little as possible, and he will 
learn to love you for it. 


Just because the nose is the only ostium 
in the body without a natural sphincter is 
no reason why we should be forever ravish- 
ing it by poking all sorts of things into it. 
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DISCUSSION 

Dr. Stanley Cohen (New Orleans): Dr. Mc- 
Comiskey, I want to thank you for that delightful 
paper which has pointed out to us the frequency 
of improper therapy in vasomotor rhinitis. 

The type of rhinitis which is most likely to pro- 
duce obstruction, and it is obstruction, for which 
most nose drops are prescribed, is a very interest- 
ing type of vasomotor rhinitis. These people us- 
ually complain of obstruction, have a minimum of 
sneezing and nasal itching, have negative skin 
tests and, remarkably enough, show an exceedingly 
high incidence of psychosomatic complaints. They 
react poorly to nasal medication and immunilogical 
therapy. They all present a most unusual psy- 
chiatric picture. In addition to havng obstruction, 
90 per cent complain of fatigue of a neurotic na- 
ture, depression, and they lack drive and energy 
output. Johnny Mitchel in Columbus, Ohio, has 
compared a large series of these patients with an- 
other group having allergic rhinitis. The former 
fall into a group of patients with a high incidence 
of multiple neurotic complaints. They may or may 
not have eosinophiles in their nasal secretion. They 
have the proclivity par excellence to produce nasal 
polyps. I am convinced that a proper approach 
to the treatment of vasomotor rhinitis manifested 
by obstruction with a minimum of sneezing and 
itching is not with the use of nose drops. My ex- 
perience indicates that this type of vasomotor 
rhinitis is actually the somatic part of a psycho- 
somatic disease. 

Dr. J. Dudley Youman (Shreveport, La.): 
The interesting point the doctor brought out was 
the fatigue he notices in his patients. Many eosin- 
ophiles were found in the nasal secretion and I 
wonder if there’s an underlying food allergy. Ran- 
dolph has done much work on fatigue due to al- 
lergy. Many of his patients have gone from doc- 
tor to doctor and have been classified as psycho- 
neurotics and have gotten no relief. According to 
him, with his individual food tests, he has been 
able to reproduce the reactions of fatigue in his 
office. 
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THE MANAGEMENT OF NASAL 
INJURIES 


RALPH H. RIGGS, M. D. 





SHREVEPORT 


The work and teaching of the Fomon 
Group has been directly and indirectly re- 
sponsible for most of the enthusiasm in the 
past few years concerning this subject. 
Textbooks as late as 1945 mention the treat- 
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ment of nasal injuries in less than one page 
of print. Certainly, since we now have a 
better understanding of the anatomy and 
physiology of the nose, it behooves all of 
us to get better results both from the stand- 
point of function and cosmesis. 


Unfortunately, nasal injuries do not al- 
ways receive the attention they merit. The 
simpie types are apt to be treated as trivial- 
ities at the time of the accident, or may be 
entirely overlooked, while the more compli- 
cated ones, not infrequently being accom- 
panied by more serious injuries, are neces- 
sarily neglected because of more urgent 
claims of the associated conditions. Im- 
proper management often results in serious 
consequences. In addition to producing de- 
formity, they may lead to obstruction of 
the airways, and in the case of children, 
may interfere with the normal development 
of the nasal framework. If a deformity in 
a child is a definite menace to health or is 
having a bad psychological effect, correc- 
tive measures should not be delayed; other- 
wise, it is better to await the full develop- 
ment of the nose (approximately the seven- 
teenth year). 

ANATOMY 

As you know, the nose is composed of a 
framework and a covering. The framework 
consists of the nasal bones, the septum 
(cartilage and bone), the uppe*lateral car- 
tilages (which are really an extension of 
the septal cartilage), and the lower lateral 
cartilages. The medial crura of the latter 
cartilages help form the columella. The 
membranous septum is the area between 
the columella and caudal end of the carti- 
laginous septum. 


The interior of the nose is covered with 
mucous membrane except in the vestibule, 
where skin is found. The covering exter- 
nally is skin with very little subcutaneous 
tissue. 

The blood and nerve supplies will not be 
dealt with in detail, except to state that they 
are very generous. 


PIYSIOLOGY 
Books have been written dealing with its 
function. I will limit my discussion to the 
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mechanism of air currents and their phy- 
siological importance. 

Proetz has described the inspiratory cur- 
rent as a parabolic curve, the nares being 
dependent, and the piriform opening being 
at a somewhat higher level. The air cur- 
rent goes upward, backward and then 
downward to emerge through the posterior 
openings. Normally the anterior opening 
is slightly smaller than the posterior one 
and thereby a negative pressure of approxi- 
mately 6 mm. of water is produced on in- 
spiration and a positive pressure of ap- 
proximately 6 mm. of water on expiration. 


LEGENDS 


Fig. 1. Inspiratory current: (a), normal para- 
bolic curve. (b), impingement of the inspiratory 
current on the dorsum and formation of eddies in 
the case of the dependent tip. (c) flattening of 
the arch and more direct course of the current in 
the case of unduly elevated nares. 


Proetz also states that as long as the os- 
tia of the sinuses are at all patent, the 
pressures changes in the sinuses are iden- 
tical with those in the nose. An abnormal 
nose may, therefore, interfere with drain- 
age of the sinuses and its consequences. All 
portions of the nasal fossa should be acces- 
sible to the air currents and in a proper 
proportion. Without this we may have a 
chain of symptoms marked by anosmia, 
headaches, metaplasia, and infection. 

The position of the upper and lower lat- 
eral cartilages in relation to the nasal sep- 
tum plays a very important role in produc- 
ing the normal direction of air currents. 
They normally help regulate the size of the 
piriform opening which in turn admits the 
necessary amount of air into the nasal 
cavity. 





TYPES AND MECHANISM OF NASAL INJURIES 

The exposed position of the structures 
forming the nasal pyramid renders them 
more subject to traumatism than other 
parts of the face. Injuries may involve 
any and all of the elements of the pyramid. 
There may be fractures of all degrees: 
greenstick, displaced, comminuted, over- 
riding or compounded. 

Nasal injuries and fractures almost in- 
variably result from direct violence. Their 
character and extent will depend for the 
most part upon the angle at which the force 
was applied, the amount of trauma, and the 
size and shape of the traumatizing agent. 
Injuries may occur from either side, from 
in front, above, or from below. 

The nasal septum, due to its position, is 
practically always involved in any malposi- 
tion of the external parts. If the trauma 
is over the cartilaginous framework the 
septum may be fractured, with comminu- 
tion, impaction, and overlapping of its frag- 
ments. Frequently, the caudal end of the 
cartilaginous septum becomes dislocated 
and appears in the nostril as a free carti- 
laginous ridge covered with mucous mem- 
brane. 

DIAGNOSIS 

A history of a blow on the nose, accompa- 
nied by a sense of the nose giving away, and 
associated with nosebleed, ecchymosis about 
the eyes, pain, and swelling, is presumptive 
of a nasal injury and fracture. 

If seen early, diagnosis may be made at 
a glance, but later swelling may mask a de- 
formity. Incidentally, care must be taken 
to avoid mistaking a pre-existing deform- 
ity for a recent fracture or injury. 

Diagnosis should be made by palpation 
externally, inspection (both external and 
internal), and by x-ray. The x-ray film is 
of utmost importance, since nasal injuries 
may become a matter of litigation. Plates 
before and after treatment are advisable. 

REPAIR OF NASAL INJURIES 

The reduction of nasal fractures can be 
accomplished under either local or general 
anesthesia. Local anesthesia is obtained by 
packing the nasal fossa with 10 per cent 
cocaine with equal parts of adrenalin, or 2 
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per cent pontocain with adrenalin. Infil- 
tration with monocaine beneath the skin to 
the infratrochlear and_ external nasal 
nerves renders the parts insensible to pain. 
Intratracheal anesthesia is probably better 
if a general anesthetic is used. 

Injuries of the soft parts usually present 
no special problem and are treated in a 
manner similar to wounds elsewhere. The 
management depends upon the character of 
the wound, the likelihood of contamination, 
and the time elapsed since the injury. The 
control of hemorrhage is the first consid- 
eration. This can usually be accomplished 
by intranasal packing and by pressure ex- 
ternally. Antitetanic serum should be 
given if there is any doubt as to soil con- 
tamination. 

Following hemostasis the skin wound is 
thoroughly cleansed with soap and water. 
Naturally any foreign body, such as dirt, 
should be removed. Bony fragments should 
not be removed, as they seldom undergo se- 
questration due to the good blood supply of 
the nose. Displaced or even detached soft 
tissues should be carefully cleansed, re- 
turned to their normal location, and sutured 
in place. In cases of through and through 
wounds opening into the nasal cavity, the 
mucous membrane and perichondrium re- 
quire separate approximation. 

In cases of injury to the hard parts, the 
displaced fragments should be restored to 
their normal relations as soon as possible. 
However, if the patient does not come un- 
der observation until marked edema and ec- 
chymosis have already occurred, it is ad- 
visable to wait three to four days for the 
swelling to subside. Cold compresses often 
hasten the process. In no event, if good re- 
sults are expected, should reduction of the 
fractured bones be delayed for more than 
a week, since after this period preliminary 
ossification will have taken place. 

If the nasal pyramid is displaced to one 
side and the fragments are not impacted, 
the nose can be forced into midline by di- 
rect pressure with a gauze-covered thumb 
on the convex side. However, if there is an 
impaction, it must be forcibly released be- 
fore reduction can be accomplished. A very 
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good instrument for this is the Walsham 
forceps. It is made so that only the tips 
meet. It is possible to use other forceps, 
such as the Kelly. Be sure they are well 
padded so as to prevent any damage to the 
soft parts. 


Depressed fractures may be elevated by 
placing a blunt instrument into the nostril 
beneath the displaced fragment. Exter- 
nally the hand should help guide the nasal 
bone to its normal position. 


If the nasal arch is merely spread it may 
be elevated and the bones repositioned by 
direct pressure with gauze-covered thumbs 
on both sides of the nose. 


Comminuted fractures require reduction 
of each fragment. This is accomplished by 
instrumentation internally and gentle digi- 
tal pressure externally. 


The nasal bones are not subject to mus- 
cular displacement when fractured, and 
after reduction remain in position unless 
comminuted. Theoretically, no packing or 
splinting is required, but practically it 
should be done for at least forty-eight 
hours. In the case of comminuted frac- 
tures, immobilization should be both inter- 
nal and external. In some cases it will be 
found necessary to pass a_ through-and- 
through mattress suture of fine wire or 
silkworm gut through the whole thickness 
of the nose to reduce the spread of the nasal 
bridge. Many mechanical splints have been 
invented, but only in the very unusual and 
rare case need they be used. 

The repair of the cartilaginous struc- 
tures and nasal septum is by far the most 
neglected part of nasal injuries. As stated 
before, the septum may be dislocated, either 
along the floor or caudally; it may have a 
fracture (simple, comminuted or com- 
pound). 


The septum should be put back in its 
normal physiological position. Frequently 
this is possible using the Walsham type for- 
ceps, but there are cases in which it can- 
not be properly reduced. In these cases 
where we cannot put the septum in its nor- 
mal position, a reconstruction of the nasal 
septum should be done at once, unless there 
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are such contraindications as shock or dan- 
ger to life from other causes. 

If the septum is neglected we find that 
not only will the patient be unable to 
breathe satisfactorily, but that we have a 
greater difficulty in keeping the reduced 
nasal bones in their proper alignment. 
Therefore, it is necessary to put all parts in 
their respective normal position if we hope 
to get a physiologically normal nose. The 
same principle applies to old unreduced 
nasal fractures. 

In recent years much has been written 
about surgery of this type of case under the 
name of rhinoplasty. This does not mean 
cosmetic surgery, but most frequently re- 
fers to the reduction of an old fracture of 
the nose and ‘or septum. 

Fomon has taught us that the complete 
septum can be removed, and that by replac- 
ing it, or parts of it, between the septal 
flaps we minimize the danger of a sagging 
dorsum. Freer expressed this same view 
in 1902. With the new concept of the sep- 
tum we now feel safe in doing a combined 
rhinoplasty and septum operation (prefer- 
ably a reconstruction of the nasal septum). 





_—- 





Fig. 2. 


Hump removed. Nose shortened. 


The reconstruction operation used by the 
author was described by Cottle. It has been 
my experience that one can do a conserva- 
tive or extensive submucous resection of the 
nasal septum with the following assur- 
ances : 

1. Minimal injury to the mucosa—most 
frequently none at all. 















Fig. 3. Septum reconstructed. Nose shortened. 


Graft put in dorsum. 








Fig. 4. Combined reconstruction of septum and 


rhinoplasty. 
tum. 


Basal view shows obstructing sep- 


2. Bone and cartilage may be replaced 
and the rigidity of the septum restored with 
ease. 
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Fig. 5. Old football injury. Bony parts shifted 
to left. Tip narrowed. Patient had septum opera- 
tion previous to this injury. 








Fig. 6. 
struction of nasal septum. 
structing septum. 


Combined hump removal and recon- 


Basal view shows ob- 


3. Sagging of the cartilaginous vault 
may be prevented, and even corrected if 
present. 
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4. Wide and ample exposure may be 
used making assistance available. 

5. This operation can be used in both 
recent or old injuries with equal success. 

6. It can be used in combination with 
rhinoplasty or rhinoplastic procedures. 
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DISCUSSION 

Dr. F. E. LeJeune (New Orleans): I not only 
enjoyed hearing Dr. Riggs’ presentation, but I am 
most happy to see that a rhinologist is now doing 
rhinoplasties instead of referring them to the plas- 
tic surgeon, as we have done in the past. Through 
the teaching of Dr. Fomon and his group, funda- 
mental nasal surgery will encourage more and 
more rhinologists to do this type of work where it 
really belongs. Much work is being taken from us 
by the tremendous development in medicine, and 
I think we ought to prepare young men to do 
rhinoplastic surgery such as Dr. Riggs has out- 
lined. Besides this, a rhinologist is. in a better 
position to appreciate the physiological function 
of the nasal membranes and, therefore, respects 
them greatly. Dr. Riggs is to be complimented for 
doing this very nice type of work. 

Dr. Frank L. Bryant (Shreveport): I’d like to 
add that the septum operation and the rhinoplasty 
can be done at one procedure. Some men feel that 
the septum procedure should be done first and the 
straightening of the nose should be a later pro- 
cedure. I think under competent hands both of 
these conditions can be and should be combined. 
It is much easier on the patient and gives a bet- 
ter postoperative result. 

Dr. Hartwig M. Adler (New Orleans): I'd 
like to ask what do you do to the comminuted frac- 
tures, because of the need of support? How do 
you support it? 

Dr. Riggs: Dr. Adler, in answer to your ques- 
tion about support: I may get in trouble doing it 
sometime, but in comminuted fractures of the bone 
over the septum, we think we can treat in splints, 
the same splints as in rhinoplasty and the use of 
adhesive. 

Dr. Adler: 
ticular case? 

Dr. Riggs: That’s right; we have our hot water 
and make the mold and shape it to the nose. 

Dr. Adler: You put a kind of butterfly effect? 

Dr. Riggs: That is what they were doing when 


You make your mold for that par- 
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I was up there two years ago. They are not doing 
as much of that now. Now they are placing the 
stent down to just below the junction of the upper 
lateral cartilages and nasal bone and not having 
it all the way on the cheek. It is left on for about 
one week. 

Dr. Adler: During my first year of residency, 
when I was taking accident room calls every third 
day, I got to treat a number of broken noses. I 
tried to splint them with plaster of Paris, but it 
wasn’t until a woman artist from the French Quar- 
ter, who happened to come in as a patient, and, 
who knew how to handle plaster of Paris, showed 
me how to use plaster of Paris that I was success- 
ful in making a satisfactory nasal splint with it. 

Dr. Riggs: The one used by Dr. Fomon is made 
in England and most of the surgical supply houses 
are stocking it. 

Dr. L. W. Alexander (New Orleans): I would 
like to say that all of the plastic procedures of 
that type should be done by the otorhinolaryngol- 
ogist, as was brought out. It is most important. 
Most of the plastic surgeons who have operated 
on some of my patients have absolutely no regard 
for the physiology of the nose. I think that is the 
important thing in this paper. 
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BRONCHIAL ASTHMA IN 
CHILDHOOD* 


J. DUDLEY YOUMAN, M. D. 





SHREVEPORT 


Generally speaking, we see two types of 
asthma in children. The typically allergic 
type, with positive skin tests that are of 
clinical significance, in which the symp- 
toms and treatment follow that of extrin- 
sic asthma in the adult, we do not see many 
cases that fall into this classification. The 
other type, which makes up by far the bulk 
of the young asthmatics seen by us, is best 
classified as mixed allergic and infective. 
These cases have usually been under the 
care of the pediatrician or general practi- 
tioner and have been diagnosed as asthma- 
tie bronchitis. 

I am particularly interested in this latter 
group of young asthmatics, because I think 
their problem is not completely understood, 
and I believe with proper treatment much 
can be done to alleviate their immediate 
trouble and prevent or lessen trouble in 
later life. 


*Presented at the Sixty-ninth Annual Meeting of 
the Louisiana State Medical Society, May 7, 1949. 


These children often have a history of 
allergy in infancy in the form of excessive 
spitting of food, much colic, unexplained 
diarrhea, and intolerance to certain foods. 
These symptoms have brought about fre- 
quent changes in the child’s formula. Fin- 
ally, at about three months of age, they be- 
gin to straighten out more or less spontane- 
ously. They may or may not give a history 
of infantile eczema. There is a positive 
family history of allergy in a high percent- 
age of these cases. 

At two to four years of age, blockage of 
the nose is noticed, with a watery discharge 
which changes to mucopus with colds. The 
secretion may be profuse or scanty. Short 
bouts of sneezing occur in some, but it is 
not a dominant symptom. They are mouth 
breathers and they snort, snore, and make 
noises when sleeping. They rub and pick 
at the nose. They are usually worse in the 
morning and at night, clearing partly to 
completely in several hours after arising. 
They can almost predict the weather as 
they get worse as the humidity increases 
and with a sudden change in temperature, 
particularly a sudden change to a cold damp 
day. 

They do very well in the summer but 
have trouble in the spring when the weather 
and temperature are so changeable, and to 
a little less extent when winter finally 
sets in. 

As time passes they get worse with each 
fall, winter, and spring, and from then on, 
or by the time they reach preschool age and 
the first few years in school, the mother 
complains of an accentuation of nasal symp- 
toms with he development of one cold after 
another which goes from the nose, whose 
secretions at that time take on characteris- 
tics of a cold, to the chest, with a low grade 
fever that may go to 103° to 104°F. They 
develop a cough, wheezing and difficult 
breathing which is asthmatic in type with 
numerous moist and musical rales over the 
chest in the next twelve to forty-eight 
hours. 

Epinephrine will improve the asthmatic 
breathing somewhat for a short time, but 
will not give nearly as complete and prompt 
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relief as in the child with extrinsic asthma. 

In a few days to a week, they gradually 
improve, returning to the stage of peren- 
nial rhinitis. One, two, or three weeks later 
there is a recurrence of the asthmatic bron- 
chitis, and so it goes, resulting in the child 
being able to attend school only about half 
the time. They feel badly, lose weight, are 
pepless, cross and listless, or have an ex- 
cessive amount of nervous energy with easy 
fatigue. The appetite is poor, they are 
usually anemic, and between the acute 
spells many have a brassy cough which 
drives the parents frantic because of the 
constancy and frequency of the loud rasp- 
ing sound throughout the day and night. 

The blood count varies with the stage in 
which it is taken. Usually there is a leuko- 
cytosis, and no eosinophiles or a slight in- 
crease in the eosinophiles during the acute 
stage, and a normal total white count with 
an increase in eosinophiles of from 4 to 15 
per cent between attacks. The nasal secre- 
tions usually show an eosinophilia between 
attacks to become purulent during the 
acute phase. 

The type of skin tests done (passive, 
transfer, scratch, or intradermal, depend- 
ing upon the age and cooperation of the 
child), is often disappointingly negative. 
The detailed history is much more valuable 
than the skin tests in getting food and in- 
halant leads which prove to be clinically 
significant. 

Because of the lack of positive food tests, 
elimination of individual foods is tried, and 
if not successful, the child is put on elimi- 
nation diets for short periods of time. At 
times, we find a few foods that are causing 
trouble but very often no foods can be in- 
criminated at all. Such clinical trial food 
testing in these individuals is difficult be- 
cause frequent secondary infections, weath- 
er and temperature changes make conclu- 
sions hard to reach, and many suspicious 
foods, on repeated elimination and trial, 
prove to be nonallergic in nature. 

The inhalant tests are more revealing and 
many of these children are house dust sen- 
sitive, although there is a significant group 
who give negative tests to scratch Endo 
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dust. Many are sensitive to feathers and 
some to animal danders, pollens, mold, and 
other environmental allergens. A few are 
negative all the way through. 

It is my opinion that these cases repre- 
sent a perennial rhinitis with subclinical 
allergic asthma. Secondary catarrhal in- 
fection recurrently occurs in a fertile field, 
—the partially blocked nose,—with result- 
ing acute sinusitis and bronchitis which is 
enough to make the asthma clinically mani- 
fest. As the infection clears, the allergic 
balance is re-established and the asthma 
disappears, except, very often, for the 
troublesome cough which persists for a 
shorter or longer time. The patient returns 
to his uncomplicated perennnial rhinitis 
again to repeat the same cycle in a few 
weeks. 

Before they come in for allergic survey, 
all of these patients have been under treat- 
ment for months or years without the de- 
sired results. They have had the infection 
treated at each acute episode, and the al- 
lergy has been ignored. To get results, it is 
essential to treat the allergy and at the 
same time do as much in a prophylactic 
manner to prevent respiratory infections as 
our knowledge now permits. When the ex- 
trinsic allergens have been removed, many 
of the children can have colds without as- 
thma and the colds are usually milder. But 
it is just as important to try to prevent 
respiratory infections as it is to get the 
allergy in hand if best results are to be 
obtained. 

In treatment, full instructions are given 
for the strict and as nearly complete as 
possible elimination of the suspected en- 
vironmental allergens. Hyposensitization is 
carried out with the positive inhalant re- 
actors and all patients are given a stock 
vaccine. 

In addition, chilling is to be avoided and 
the room temperature is kept at 70° F. 
at night with ventilation from an adjoin- 
ing room. These children should be prop- 
erly dressed to avoid exposure and protect 
them from the weather. 

Small doses of sulfadiazine or sulfathia- 
zole, or penicillin, are given daily through- 
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out the bad months, and with the onset of 
an acute attack the doses are increased and 
penicillin by inhalation or by injection is 
given, if needed. At times, the respiratory 
infection can thus be aborted, and nearly 
always made much milder. 


The question is frequently asked if the 
use of penicillin in this way will not cause 
penicillin resistance. I have not found it to 
occur. Fink,’ who has used a great deal of 
penicillin over long periods of time to pre- 
vent chronic bronchitis and bronchiectasis 
found none of his cases become penicillin 
resistant. 

At Bowen’s’ suggestion, gamma globulin 
in 4 to 6 ec. doses every six weeks, subcut- 
aneously, with 1 20 ce., intradermally, 
given once weekly is being used to control 
respiratory infection. We have not used it 
long enough to have an opinion as to its 
value. 

Any food to which the child is found al- 
lergic is eliminated, but since we find food 
does not cause much trouble in this type of 
asthma, our patients are always on good 
well rounded diets. We believe this is one 
of the essential parts of treatment, because 
most of these children are thin, listless and 
anemic, and we have found that they im- 
prove better when properly fed than on 
greatly restricted diets. For that reason, 
we usually get the inhalant and infectious 
angle in hand first and get the general 
health of the child improved before too 
strict a dietary regime is tried. Then, the 
trial elimination diets are limited to short 
periods of a week or ten days. 

The further I study these cases, the more 
I agree with Hill* who says, “That food can 
cause asthma in children is a fact beyond 
dispute. The frequency of this sensitivity 
as well as its relative importance to recur- 
rent respiratory infection, sensitization to 
pollens and other environmental allergens 
is an entirely different question, concern- 
ing which there is considerable difference 
of opinion.” In his series of 100 asthmatic 
children in whom he was trying to evaluate 
the importance of foods as a cause of the 
asthma, 20 per cent of his positive food 
tests were clinically significant, 8 per cent 
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of his positives were caused by other al- 
lergies unrelated to the asthma, and 72 per 
cent of the positive food skin tests were of 
no present clinical significance. 

An iron and vitamin tonic that contains 
amino acids is also used as well as the anti- 
histaminics for the nose. Anti-asthmatic 
drugs, such as epinephrine, aminophyllin, 
theoglycinate, and ephedrine, are used as 
indicated. Syrup of ipecac has been used by 
Ratner,‘ Glaser,’ and others in childhood 
asthma and they find it very efficacious, 
especially in those who fail to respond to 
epinephrine. The vomiting and retching, 
according to Ratner, produces a_ reverse 
peristalsis in the bronchi and trachea and 
the tenacious mucus plugs, and thick mucus 
are literylly “vomited” from the respiratory 
tree, giving relief when other drugs fail. 

We try to make the regime as simple as 
possible, and in this way, get better coop- 
eration from the children and parents. 
When the child improves, we try to get him 
to live as nearly a normal life as possible. 
Overrestricting can easily make hypochon- 
driacs of these youngsters. I feel as Pratt 
does that “I would rather see the child with 
an occasional mild asthmatic attack than 
the same child free from asthma but a pam- 
pered invalid. Except in asthma of ex- 
treme severity, overprotection must be care- 
fully avoided.” 

Tonsillectomy is contraindicated"* in the 
treatment of asthma. If the usual indica- 
tions for the removal of tonsils and ade- 
noids are present, the operation should, of 
course, be done. Asthma is definitely not 
cne of the indications. 

Fink! finds it to be the rule rather than 
the exception to find chronic bronchitis of 
more or less severe characte” in one or more 
relatives of children affected with recur- 
rent attacks of tracheo-bronchitis and 
pneumonia. He found this to be the initia- 
tor of chronic pulmonary disease in child- 
ren under two years of age in at least 70 
per cent of the cases. Attempts are made 
to clear such infections or protect these 
children from them and they are kept away 
from persons with acute respiratory infee- 
tions. This is extremely difficult to do with 
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chilren going to school, so it is our job to 
make them able to withstand these expos- 
ures better than previously. 

The prognosis is good in these cases over 
the long pull when both the allergy and in- 
fection are treated concomitantly. Treat- 
ment of the allergy cuts down on the num- 
ver and severity of the infections, and con- 
stant prophylactic measures against infec- 
tion add to the results. However, as Ur- 
bach” states, the prognosis has not been 
thoroughly evaluated. He cites Brock’s 
study of 350 cases. Brock noted a tendency 
of childhood asthma to improve after the 
age of ten years with spontaneous recovery 
at the time of puberty in about one-third 
of his cases and improvement in a total of 
80 per cent . However, in commenting on 
Brock’s statement, Urbach® feels that more 
prolonged observations would reveal a re- 
currence of the same or other allergic 
states. In our present state of knowledge 
when so much can be done for these young- 
sters, I believe it is a foolish, outmoded, and 
hazardous attitude to take, that these child- 
ren will outgrow their asthma. Even if they 
do, such an attitude inflicts on these child- 
ren years of relative invalidism, which are 
unnecessary and unfair to the child. It 
will, also, leave a certain percentage with 
irreversible permanent changes in their 
nose and lungs which they will have trouble 
from throughout the rest of their lives. 

Hurst quoted in Urbach’s® book gives us 
a note of optimism. To quote Hurst: 
“every asthmatic can derive much benefit 
from good advice. He can be taught a way 
of life: how to avoid the exciting cause of 
his particular brand of asthma, and above 
all, how to be happy in spite of the bad 
luck of having been born with the asthma 
diathesis.” 

We usually tell the parents that we rarely 
can give them an entirely symptom free 
child, but that the child will have fewer and 
much milder attacks; that his general 
health and disposition will improve; he will 
gain weight, have vigor and will not tire 
so easily; and that the appetite will im- 
prove. Also, that they will soon begin to 
live and play, with average precautions, 
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like any normal child with a minimal 
amount of trouble. They are also told not 
to expect miracles, that resuits take time, 
weeks, and months, and that for maximum 
permanent relief regular treatment must 
be continued, often for several vears. 

One gets a great satisfaction out of treat- 
ment of these patients when one sees the 
child bloom forth after a few months of 
treatment. The parents, after long months 
of worry, begin to live normally again as 
the child improves and are very apprecia- 
tive, even at times with results that the al- 
lergist would not consider the best. The 
child is better, and the mother and father 
are grateful. 


SUMMARY AND CONCLUSIONS 

Asthma of the mixed allergic and infec- 
tive type, often called asthmatic bronchitis, 
is discussed. These children seem to have 
one cold after another in the fall, winter, 
and spring with recurrent attacks of as- 
thma. There is usually a history of pre- 
vious other allergic diseases in the child and 
a high percentage give a family history of 
allergy. 

Their response to antiasthmatic drugs is 
partial, incomplete, and temporary, con- 
trary to what is found in uncomplicated 
extrinsic asthma. 

The skin tests are important, especially 
from the point of view of inhalants. Some 
foods, usually very few, can be shown by 
strict clinical trial to be of etiologic sig- 
nificance, and this is fortunate as it is es- 
sential that these children have a good well 
balanced diet. 

It is our opinion that these cases repre- 
sent a perennnial rhinitis with subclinical 
allergic asthma. Secondary catarrhal in- 
fection recurrently occurs in a fertile field, 
the partially blocked nose, with resulting 
acute sinusitis and bronchitis which is suf- 
ficient to make the asthma clinically mani- 
fest. As the infection clears, the allergic 
balance is re-established and the asthma 
disappears. Again, the perennial rhinitis 
becomes manifest. This cycle repeats itself 
every few weeks throughout the fall, win- 
ter, and spring making these children al- 
most semi-invalids. 
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The cause for failure in treatment is that 
only the infection or only the allergy has 
been treated. Best results are obtained 
when the allergic angle is gotten under con- 
trol, and at the same time, constant meas- 
ures are used prophylactically against 
respiratory infections. Each acute respir- 
atory infection should be treated vigorously 
in an attempt to either abort it or lessen its 
severity. 

The prognosis is usually good. The par- 
ents are told to expect no miracles; that the 
results take time, weeks, and months; and 
that for maximum permanent relief regular 
treatment must be continued often for sev- 
eral years. 
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DISCUSSION 

Dr. N. K. Edrington (New Orleans): I believe 
that the average allergist in the management of 
the allergic child, has a tendency to place too much 
importance on the restriction of the child’s activi- 
ties. Sports, such as swimming, baseball, etc., 
should be encouraged in moderation. The child 
should not be made to feel that he is abnormal, as 
this creates in his mind a psychological state which 
does more harm than good. 

I have in mind one of my patients who has suf- 
fered from bronchial asthma since childhood. He 
is now a big strapping fellow about six feet tall 
and weighs about 195 pounds and is a picture of 
health. He is an only son of a mother who pam- 
pers him a great deal and her attitude has created 
in this boy’s mind the belief that he is, as the re- 
sult of his allergy, below par in health and dif- 
ferent than his associates. Since childhood his 
mother has impressed him with the importance of 
living a quiet and restricted life. For many years 
he has consulted and been under treatment by 
many allergists with very little change in his symp- 
toms. Recently he enlisted in the U. S. Army Re- 
serve Corps and has joined the New Orleans Ath- 
letic Club where he daily takes part in various 


strenuous exercises including weight lifting. None 
of these activities has increased his symptoms. If 
anything, he seems to be better; however almost 
every day on returning home in the evening and 
anticipating the questioning by his mother as to 
his whereabouts and activities during the day he 
has mild attacks of asthma. 


Dr. Narcisse Thiberge (New Orleans): I think 
Dr. Edrington has brought out two good points 
about the psychic element and about the liver func- 
tion. I think the antibodies are pretty well devel- 
oped: in the normal function of the liver and if the 
liver isn’t functioning adequately, we don’t get any 
result. 


The next point, which I should have said first, is 
that Dr. Youman ought to be complimented on the 
work he has done. I have known Dr. Youman for 
a long time and I know he has had some personal 
interest in allergy and consequently has perfected 
himself on that subject. He has done excellent 
work and given an excellent paper. 


I want to emphasize the gastrointestinal allergy 
part. We overlook both this and the liver function. 
I get very good results from a combination of am- 
monium chloride and ephedrine and sometimes I 
add a little barbiturate. I don’t bother the children 
with too many injections. I have them report at 
long intervals. I am satisfied with the results. 


I have been doing this work in allergy since 1916 
and am able to follow cases over a long period and 
consequently give a good summary of the cases I 
have followed through. The enthusiasm for a good 
many of the new drugs comes and goes, and I have 
come to this conclusion about the antihistaminic 
drugs. It’s not so much the drug you use, it’s the 
dose you use and the personal enthusiasm you 
throw into the work that brings the result. 


We have the normal cycle of allergic diseases: 
eczema in childhood, asthma in adolescence, hay 
fever in the adult, and then the terminal stage is 
asthma. 

Another thing I use for the children is a little 
respirator, fashioned like the benzedrine inhaler, 
for penicillin. Good results are obtained from the 
penicillin. Penicillin, I think, has some effect 
upon the allergic processes. One precaution must 
be observed in using the inhaler. If the child 
blows back into the inhaler the moisture from the 
breath will clog the penicillin. This is shown by 
good results at the first application which are not 
maintained because moisture has been introduced 
into the apparatus. It’s just a little portable thing 
that the children carry around and they can be 
taught to use it at an early age. 

Another thing too, psychic or not, I think it goes 
in line with Dr. Edrington’s experience about send- 
ing his patient to the bowling alley, I had a child 
who had asthma and the only cure was for the 
father to put the child in his auto and ride him 
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around the city. Whether it was the change or 
something else, the spell was broken. 

Dr. H. G. Ogden (New Orleans): The saying 
goes among pediatricians that you have to treat 
the mother well as the child. There’s the 
mother with only one child who will come to the 
office and magnify the symptoms and that child is 
going to have an emotional factor. They get a 
little pampered and I think in evaluating the symp- 
toms, we have to take those things into considera- 
tion. 

Another point is that people and even doctors 
say the child will outgrow the asthma. I treated 
# woman seventy-seven years old, waiting all her 
life to outgrow her asthma. She was allergic to 
house dust. 

The American Academy of Allergy is going to 
come out with some press releases which are being 
worked on now. They will try to explain some of 
the misconceptions to the public and this will be 
given to the Associated Press, and the United 
Press, because these fallacies are very injurious 
to the practice of allergy. 

Dr. Sam Zurick (New Orleans): I enjoyed your 
paper very much, Dr. Youman, and I feel like an 
illegitimate offspring at a family gathering in 
commenting thus. I take a contrary point of view 
to one of your statements, namely the contra ad- 
visability of tonsillectomy in asthmatic bronchitis. 
I think most of those individuals have asthmatic 
bronchitis as a result of an infection. I feel the 
focus of infection is quite frequently in the nose 
and nasopharynx. One of the primary functions 
in relief of asthmatic bronchitis is in the removal 
of the adenoids. The tonsils also act as a prim- 
ary focus of infection, but I believe the adenoids 
are most important since they receive the drain- 
age of the nose and sinus, and should be removed 
in case of asthmatic bronchitis. One more occa- 
sion of that is your statement that you do use a 
stock vaccine. 

Dr. Youman (In conclusion): I want to thank 
the discussors for their kindnesses to me. 

Dr. Zurick, I think it was my idea that tonsillec- 
tomy should not be done for asthma. If you have 
infection in the tonsils and adenoids I think they 
ought to come out but it has been my impression 
and also of Moore, Stouser and Pratt that some of 
the children after the tonsils have been removed, 
begin with or have worse asthma. Many of the 
children who have the tonsils and the adenoids 
removed and the allergy not gotten in hand, have 
a regrowth of the adenoid tissue in the naso- 
pharynx and tonsillar region. 

As far as penicillin sensitivity, I haven’t seen 
any in the children I have had on penicillin. I 
have seen lots of penicillin sensitivity because I 
do both dermatology and allergy. Most of the 
penicillin sensitivity has been in adults. I have 
seen very little in children. 

Dr. Ogden brings up the use of radium and x-ray 


as 
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in these individuals. I would rather have him 
talk on that. I have used it some, but not enough 
to be able to express an opinion on it. I have used 
it on cases where there’s some deafness from the 
blockage of the eustachian tube with gratifying re- 


sults. However, sometimes, after years have 
passed, the trouble has recurred. 

Dr. Ogden: I might say one word about radium 
and x-ray. You know Dr. Gay and some of the 


group worked on it. I heard Victor Cohen in his 
talk on the use of radium in asthmatic children 
and he found that a large percentage had tem- 
porary relief of asthma. 

I talked to Dr. Cohen and he is working on x-ray 
treatment for this type of child and there’s a par- 
ticular method of giving x-ray worked out in Buf- 
falo. If you are interested I have the name of 
the technic and I have his methods. I haven’t 
used it, but if you are interested I will be glad to 
give it to you. 
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THE SHORTAGE OF RURAL 
DOCTORS 


A CONSIDERATION OF CAUSE AND CURE* 
J. P. SANDERS, M. D.** 


SHREVEPORT 


In short, the cause of the scarcity of doc- 
tors in the rural areas may be laid to three 
factors: overspecialization, rapid transpor- 
tation, and lack of local interest. 

OVERSPECIALIZATION 

We are living in an age of specialists. On 
almost every side we see businesses, trades, 
professions, and all kinds of human enter- 
prises, carried on more or less according to 
some specialty regime. An automobile me- 
chanic is not a general mechanic, but is a 
specialist on carburetors, on motors, on 
electrical systems, or is a body man. Stores 
deal in special types of foods or clothing. 
This tendency all over the country is so pro- 
nounced that we more or less accept it, and 
it is probably a good thing. 

Medicine is no exception to this rule. 
For the past twenty-five years there has 
been a definite tendency for medical 
schools to stress specialization to their stu- 


*Presented at the Semi-annual Meeting of the 
Louisiana Rural Health Council, August 18, 1949, 
Baton Rouge, Louisiana. 

**President of the Louisiana Rural Health Coun- 
cil. 
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dents. 
rather than as an integrated whole. The 
teachers themselves are practically all spe- 
cialists. There are only two or three schools 
in the country that have a department of 


Medicine is taught as a specialty 


general practice. Some of the schools go 
so far as to eliminate general practice and 
general practitioners from their hospital 
staffs entirely. My own alma mater, the 
University of Texas, does not have a gen- 
eral practitioner on its staff. The teaching 
hospital, John Sealey Hospital, is closed to 
all general practitioners. 


Other hospitals are concentrating on 
training specialists. Residencies are of- 
fered in surgery, pediatrics, obstetrics and 
gynecology, and particular efforts are made 
to get these recognized by the American 
Specialty Boards. A situation has devel- 
oped in which the student, from the time 
he enters medical school until he finishes 
his postgraduate training, is filled with the 
theory that specialization is the only thing 
to do. Some of the teachers go so far as to 
tell their students that general practice is 
a thing of the past and there will not be a 
place for a general practitioner in the near 
future. 

Another factor that has influenced over- 
specialization has been that of income. In 
the year of 1947 (obviously a very good 
year) the general practitioners over the 
country averaged $9,300, the part-time 
specialists received $11,200 per year, while 
the full-time specialists had an income of 
about $14,500. Thus the specialists made 
$5,000, which was a 50 per cent greater 
income than the general practitioner. On 
the whole his hours were shorter, his prac- 
tice more regular, and in general, the spe- 
cialist was better off. He had more time 
for reading, more time for postgraduate 
study and a larger amount of time to spend 
with his family and for recreation. 

As medicine advanced the effort to keep 
up with medical progress became more and 
more difficult because each specialty made 
such rapid strides; new journals were de- 
veloped; the number of drugs increased 
and there was an increased usage of these 
drugs; new technics for diagnosis and 


treatment were developed. Consequently, 
the general practitioners found it almost 
impossible to keep up in all branches of 
medicine, but found it simpler to keep up 
in only one field, and there again was the 
tendency to specialize. 

Then, the patients themselves began to 
demand specialists’ care. This was true 
whether or not the specialist was needed, 
whether or not the patient could pay, or 
whether or not the specialist was available. 
I have had patients who never paid one 
dime for medical care, but insisted on a 
specialist being called in for almost any 
kind of disease. 

Patients who could afford it frequently 
left their own family doctors, who were 
perfectly able to take care of them, and 
went to large named clinics, which, of 
course, increased the cost of medical care. 
They not only had the expense of the high 
priced clinic, but the cost of transportation, 
hotel bills, and other expenses. This situ- 
ation still exists. Patients still search out 
doctors with big names. They pass by their 
local physicians, who in most cases are 
clearly capable of taking care of their ill- 
nesses. They go to the specialist either in 
the nearby, or in the far away urban center 
because of the big name. They use the 
home doctor or the family physician for 
simple emergencies and for night calls. In 
other words, the patients themselves by 
their own acts, made the general practi- 
tioner the “whiping boy” of medicine. He 
may be just as well trained, and in many 
cases much more competent. But, because 
of his nature and temperament, he decides 
to stay in general practice rather than to 
specialize, and he is made the “goat” of 
medicine. Thus the patients in general 
forced many good general practitioners to 
enter the specialty fields and thereby in- 
creased the cost of medical care. All of us 
have heard patients at one time or another 
brag about the big fees they paid at some 
big named clinic and almost in the same 
breath, gripe about the high cost of medi- 
cal care. 

RAPID TRANSVORTATION 

Good roads all over the country at the 

present time make the patient closer to the 
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doctor than ever before. The patient who 
lives twenty miles away is now closer to 
the doctor than the patient who lived three 
miles away in the old “horse and buggy” 
days. Good automobiles not only make 
quicker transportation for the patient, but 
make it easier and safer even over long dis- 
tances. Almost any car can be converted 
into a bed of some sort for a sick patient. 
Ambulances go many miles to bring in sick 
patients to medical centers. Even a truck 
can be made into a bed that is more com- 
fortable than the old wagon or buggy. 


Many small towns and communities that 
formerly had one, two, or three doctors 
have no need for even one doctor at the 
present time. The ease of transportation 
makes it much more desirable to transfer 
the patient to the doctor’s office, or clinic, 
or even carry him to a hospital. 

Because of better transportation, certain 
other facilities developed for the better 
care of the patient: A concentration of 
physical equipment in the form of build- 
ings, laboratory, x-ray and other equip- 
ment for the better diagnosis of disease; 
a concentration of nurses, technicians and 
other allied medical help in these centers; 
a concentration of medical personnel. Doc- 
tors find they can more properly care for 
their patients when working in association 
with other doctors. They can combine their 
financial and educational resources for the 
better care of the patient. Naturally, the 
patient who gets the advantage of this in- 
creased medical care makes a speedier re- 
covery and is more ready to go back to his 
job. 

People are now only a few hours from 
any medical center in the country. Through 
rapid railroad and plane transportation 
the patient can be carried all the way 
across the country in less than a day’s time. 
Kitchen table operations are no longer 
necessary. Blood, plasma, glucose, and 
many other of the present day essentials 
of medicine, are available practically on 
every street corner. Rare and expensive 
drugs can be had in a few hours from any- 
where in the United States. If a patient 
can live long enough for any treatment to 
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do him any good, he can be transported to 
that place, or that treatment can be trans- 
ported to him without endangering his life 
to any extent. Thus transportation itself 
contributes as much to good medical care 
as any other thing. Without it many people 
would die that will now live. This, within 
itself, makes dispersal of doctors in many 
cases unnecessary. 
LACK OF LOCAL INTEREST 

Many communities never consider their 
doctors as community assets. They con- 
sider their churches, schools, banks, stores, 
and many other items that are a part of the 
community as assets, but they consider the 
doctor as just another citizen. They do not 
consider him of sufficient importance to be 
interested in whether he succeeds or not. 
They are perfectly willing to pass him by 
and go into the city for their medical care. 
If they use him in emergencies or at night, 
many of them consider it unnecessary to 
pay his bills. If they do pay them, it is 
done very reluctantly and they usually 
“gripe” about it. In general, the rural doc- 
tor who is a financial success is looked upon 
with a considerable amount of distrust, 
envy, and in some cases, downright jeal- 
ousy. 

Many rural communities never consider 
it necessary to supply the doctor with the 
buildings, equipment, and personnel that 
are necessary to run a good clinic. A good 
clinic with good equipment is always a 
community asset. I believe the opinion has 
developed all over the country that this 
must be supplied by the community itself, 
if the location is going to attract and hold 
a good physician. If such a clinic is built 
by the community, equipped by the com- 
munity, and allied personnel supplied local- 
ly, then a qualified physician can always 
be obtained to run it. If he is not satis- 
factory, then of course he can always be 
discharged and someone else obtained. 

The clinic can be either leased to the 
physician or donated, whichever the com- 
munity considers best. Home nurses and 
home technicians, if properly trained, are 
always more valuable and easier to hold 
than ones who have to be imported from 
outside. A public spirited community will 
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find it necessary to send one or two of their 
own high school graduates away to study 
nursing or take a course in x-ray and lab- 
oratory technics. It may be profitable to 
send another one away for a_ business 
course. If the community takes the proper 
interest in itself, and works cooperatively, 
it can solve its own medical care. 

In order to do this there must be devel- 
oped a community interest and spirit sim- 
ilar to that which is commonly shown in 
schools. Your community must be inter- 
ested in having as good medical care and 
as good health as a neighboring community. 
You must take a personal interest in your 
doctor and above all when you have him 
there, you must use him. 

HOW WE CAN SOLVE THE DOCTOR PROBLEM 

In order to solve the rural health prob- 
lems, it is oftentimes necessary to make a 
survey to see whether or not the communi- 
ty needs or can support a physician. Ob- 
viously, if there are not enough people in 
that community and its immediate sur- 
rounding territory, financially able to sup- 
port a physician, it is foolish to try to get 
one in. If the community is too close to a 
well established medical center or clinic, 
it may be folly to try to get one. 

The next step, after the survey is made, 
is to provide the physical facilities. These 
are necessary for good medical care. A 
building of sufficient size must be provided 
either by new construction or renovation of 
an old building. A community should not 
want to put a doctor and his personnel in a 
shabby, rundown building of which every- 
body in the community would be ashamed. 
We see this done sometimes with our Pub- 
lic Health Units and it should certainly be 
avoided when we are preparing for our 
doctors. 


Then the building must be properly 
equipped. There are certain minimum re- 
quirements that must be met. These, of 
course, include reception room chairs, ex- 
amination tables, an x-ray of some kind, 
and some laboratory equipment. Most doc- 
tors will want an electrocardiograph, dia- 
thermy, ultra-violet light and also diagnos- 
tic aids. If the doctor is to give good 
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medical care to that community, then these 
facilities are just as important as the 
stethescope, the thermometer, and the 
blood pressure apparatus. 


The average young doctor is not able to 
buy and install this expensive equipment 
on the possibility that he can pay for it out 
of his income. The community knows that 
it needs it; that if one doctor does not use 
it, another will. But the equipment must be 
provided. These things should be kept up 
by the doctor in charge and replaced by him 
when they are worn out. There are many 
little items that the doctor himself will 
want to buy that are easily replaced, and 
are more or less inexpensive and these, of 
course, will be his own personal property, 
but the main plant and equipment should 
belong to the community. When such a 
physical plant is provided, it is much easier 
to get a well trained general practitioner to 
come to the community than it would be 
otherwise. Generally, he will stay. 

In many communities a small hospital is 
advisable, or it may be considered neces- 
sary to put hospital beds in the clinic 
recommended above. These hospital beds 
may be used for only daytime service or it 
may be advisable to keep patients over- 
night, particularly emergency cases and 
those for delivery. If the community is 
large enough, then, of course, a small hos- 
pital may be provided on a nonprofit basis. 
If this is done, Federal funds are available 
under the Hill-Burton Act (Public Law 
725). This will take care of one-third of 
the building costs. The maintenance will 
have to be by the community. 

As mentioned above, local well trained 
personnel (for clinic or hospital) are usual- 
ly much more satisfactory than imported 
personnel. A girl who is born and reared 
in a community and has had nurses’ train- 
ing is much more likely to come back to 
that community than. one who has been 
brought in from outside. The same is true 
for technicians, stenographers, bookkeep- 
ers, maids, or any other allied personnel. 

Then the community, after it is organ- 
ized, can ask its medical schools and hos- 
pitals to train more good general practi- 
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tioners. No community wants any kind of 
poorly trained medical man. Many doctors 
are educated at enormous taxpayers’ ex- 
pense. Obviously, many of the doctors rec- 
ognize that they owe the state and com- 
munity a considerable obligation, and are 
willing to donate large amounts of their 
time to the medical indigent. 


Although most communities cannot af- 
ford several specialists, they can afford one 
good general practitioner. But this gen- 
eral practitioner must be well trained. He 
must be capable of doing 85 to 95 per cent 
of the community work, and he must be 
able to do it well. We want him not only 
to be able to deliver a baby, but to take 
care of croup, treat a coronary occlusion, 
and in many cases, remove tonsils, or do 
an appendectomy. The latter, of course, 
should only be done where there are hos- 
pital facilities available and he must be 
trained for doing that type of surgery. 


As a community you can persuade your 
doctor to attend medical conventions and 
take postgraduate courses. This makes him 
a better doctor. Thereby, he keeps up with 
current advances. Do not expect your doc- 
tor to stay on the job seven days a week, 
three hundred and sixty-five days a year. 
Every time he takes out a week for any 
kind of postgraduate training, he comes 
back just a little better doctor. 


Then, he should become a member of the 
American Academy of General Practice. 
The Academy expects to take in the best 
general practitioners. We are going to in- 
sist on each member’s keeping up his post- 
graduate training. At least one hundred 
and fifty hours of postgraduate work will 
have to be done every three years, in order 
to stay in the organization. The Academy 
wants the general practitioners to be the 
best trained men in medicine. We realize 
that the specialist is a little better trained 
in his own specialty. But the general prac- 
titioner knows so many more things about 
the human body as a whole that he never 
loses sight of any part of it in carrying on 
good medical care. Through the Academy 
we expect to raise the standards of the gen- 
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eral practitioner and the prestige that he 
so justly deserves. 

In conclusion, I want to insist that you 
use your doctor when you have him. Make 
him your family physican; always consult 
hi mfirst for any and every illness. By far 
and large he will be able to take care of 
your needs and usually at a cheaper cost, 
but if a specialist is needed, let your family 
physician be the one to select the consul- 
tant. We need consultants. We have to 
have them. We want them well trained. 
But the well trained general practitioner 
will know when and whom to consult. 


4). 
pene 


POSTMENOPAUSAL BLEEDING FROM 
BENIGN UTERINE LESIONS* 


CURTIS J. LUND, M. D. 
NEW ORLEANS 





AND 


CARY M. DOUGHERTY, M. D. 
BATON ROUGE 


It is with some trepidation that attention 
is called to the benign lesions which pro- 
duce postmenopausal bleeding. For years 
every teacher of gynecology has constantly 
repeated the trite, but none the less true, 
medical aphorism that “all postmenopausal 
bleeding is due to malignancy until proven 
otherwise.” The following remarks and 
observations must in no way detract from 
this fact. At the present time the diagno- 
sis and treatment of uterine carcinoma, 
both cervical and endometrial, are widely 
discussed within our limited knowledge of 
such diseases. But there is a distinct hia- 
tus in our knowledge of the postmenopausal 
bleeding which has been “proven other- 
wise.” It is the purpose of this paper to 
present and discuss not only the etiological 
factors but also rational methods of ther- 
apy. The discussion will be limited to be- 
nign uterine lesions with full knowledge 
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that many vulvar and vaginal lesions, be- 
nign as well as malignant, produce post- 
menopausal bleeding which must be differ- 
entiated from uterine bleeding. Fortun- 
nately, direct inspection supplemented by 
biopsy permits a simple and efficient dif- 
ferential diagnosis of most such lesions. 

Postmenopausal bleeding may be defined 
as any bleeding from the generative tract 
which occurs at least one year after the ces- 
sation of menses. Some gynecologists place 
the time limit at two years rather than one. 
This time factor is of no great clinical im- 
portance, but the bleeding is of greatest 
importance. 

Admittedly, we do not know the fre- 
quency of postmenopausal bleeding in the 
general feminine population, but this is no 
doubt greater than studies have indicated, 
as many women never bring such problem 
to their physicians. We know that the 
incidence of benign postmenopausal bleed- 
ing is increasing. This does not imply that 
uterine cancer is less common, on the con- 
trary, it too is increasing in frequency. 
Cheek and Davis! reviewed the literature 
concerning incidence, and substantiated the 
widespread clinical notion that about half 
of all postmenopausal bleeding is due to 
malignancy. The incidence in various 
American clinics varied from 53 to 81 per 
cent. At least this was true from 1930 un- 
til 1941. However, their recent survey! at 
the Johns Hopkins Hospital indicated that 
now only 36.1 per cent of postmenopausal 
bleeding is produced by malignancies. The 
cause for this proportional change is not 
known. Some of it may be due to prompt 
reporting by the patient of all bits of bleed- 
ing and some is undoubtedly due to the 
widespread clinical notion that about half 
perience confirms this belief. Whatever 
the cause may be, a greater proportion of 
observed patients have benign uterine 
bleeding than was the case ten or fifteen 
years ago. 

Because of confusion in diagnosis of be- 
nign uterine bleeding the methods of ther- 
apy have often been poorly designed. Some 
physicians because of a morbid fear of car- 
cinoma, a fear by no means unjustified, 


treat most of the patients as though carci- 
noma were present. That is to say by total 
hysterectomy with or without preliminary 
irradiation. Others use the implantation 
of intrauterine radium indiscriminately. 
This subjects many patients with benign 
lesions to the unnecessary discomfort, mor- 
bidity, and mortality of major surgery or 
radium insertion. Far worse, of course, 
is no treatment or a subtotal hysterectomy 
as neither treats the malignant nor the be- 
nign lesion properly. 
DIAGNOSTIC METHODS 

In addition to the usual historical ques- 
tioning, it is necessary to emphasize one or 
two worthy points. First is the intake of 
estrogens. One of the causes of postmeno- 
pausal bleeding is overtreatment with es- 
trogens. They may be found in capsules, 
pills, pellets, “shots”, suppositories, oint- 
ments, and even in cosmetics. Secondly, 
questions should always be directed towards 
the presence of blood dyscrasias such as 
“black and blue bruises”, and bleeding 
gums. 

If the history is followed by a careful pel- 
vic examination, including speculum exami- 
nation under good illumination, the diag- 
nosis will be made immediately about half 
of the time. However only a very few of 
the patients with abnormal wterine bleed- 
ing will be diagnosed correctly at this time. 
Yet it is at this point that patients are too 
frequently taken directly from the exami- 
nation table to major surgery or radiation 
therapy. Vaginal cytological smears may 
be made at this time as an aid in diagnosis, 
but is must be clearly understood that at 
the present stage of our knowledge such 
smears are not to be considered as finally 
diagnostic. With few exceptions, to be 
mentioned later, every patient with post- 
menopausal bleeding should have a diagnos- 
tic curettage and/or biopsy of suspicious 
cervical lesions. 

Before proceeding with other diagnos- 
tic methods, it is important to probe the 
endocervix of all patients past the child- 
bearing age with a small, blunt, slightly 
malleable sound. Such a simple procedure 
may establish the presence of an inverting 
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carcinoma of the endocervix in the shell of 
an apparently normal ectocervix. It will 
also often demonstrate strictures or adhe- 
sions of the cervix which are the cause of 
bleeding. 

Many physicians are not obtaining max- 
imum diagnostic information from curet- 
tuge because they fail to make it a frac- 
tional or differential curettage. First the 
cervical canal is dilated and curetted and 
the specimen, however small, is always kept 
separate for the pathologist. Then the 
uterus is curetted thoroughly in a systema- 
tic fashion. The curettings should be 
caught on a strip of gauze, moistened in 
saline and squeezed gently to remove ex- 
cess blood. The purpose of fractional curet- 
tage is twofold. First, the concentration 
of cervical tissue may permit diagnosis of a 
tiny early cervical carcinoma that might 
otherwise be lost by dilution with the abun- 
dant uterine curettings. Recently, several 
articles have appeared in the current liter- 
ature describing various new. instruments 
for obtaining a representative biopsy of 
the squamous-columnar junction of the cer- 
vix. We have used the curet successfully 
for this purpose for many years. During 
the past year it has been possible to make 
a diagnosis of cervical carcinoma on two 
occasions from the cervical curettings in 
an otherwise apparently nonmalignant cer- 
vix. Second, fractional curettage also as- 
sists in distinguishing cervical adenocarci- 
noma from endometrial adenocarcinoma. 

The use of the suction curet or similar 
tool to obtain samples of endometrium for 
differential diagnosis of postmenopausal 
bleeding must be condemned. Such a curet 
is admirably suited for its intended pur- 
pose—the sampling of an endometrium to 
determine the presence or absence of ovu- 
lation. Even a random curettage removes 
no more than 50 to 75 per cent of the endo- 
metrium; although a systematic technic will 
do much better. How unrepresentative 
then is the endometrial biopsy! 

DIAGNOSIS AND TREATMENT 

Once malignancy has been excluded the 
problem is only partly solved. The remain- 
der of this paper will concern the diagnosis 
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and treatment of the common benign le- 
sions which produce the remainder (over 
half) of all postmenopausal uterine bleed- 
ing. 

Cervical Polyps: One of the frequent 
cervical lesions in this age group is the 
polyp. These bright red, velvety, pedun- 
culated growths have a small pedicle and 
are quite vascular. As they usually pro- 
trude well beyond the cervical os, they are 
easily removed by snipping the base or 
twisting the pedicle. Rarely are cervical 
polyps malignant, but all should be ex- 
amined histologically. Epidermization 
about the base of the polyp commonly leads 
to an erroneous diagnosis of malignancy, 
yet only a few days ago we did observe a 
squamous cell carcinoma developing in the 
base of a polyp. Asa group, cervical polyps 
are generally innocuous and the gynecolo- 
gist is usually delighted to find one when 
a patient presents herself with postmeno- 
pausal bleeding. 

Cervical Erosion, Cervicitis and Cervical 
Uleer: The diagnosis and treatment of 
such lesions are so well known that little 
more needs to be said except to warn again 
that there must be a biopsy of suspicious 
lesions to exclude carcinoma. Cervical ul- 
ceration and bleeding associated with pro- 
lapse are occasionally seen. <A_ biopsy 
should be taken to exclude malignancy. 
Treatment consists of bed rest, cervical re- 
placement and palliative local therapy fol- 
lowed by an appropriate vaginal plastic 
procedure after the ulcer has healed. Ad- 
hesions and strictures of the cervix also 
produce vaginal discharge and bleeding, 
but usually because of a secondary endomet- 
ritis rather than from bleeding by the local 
lesion. This will be discussed later. 

The diagnostic possibilities of the benign 
lesions of the corpus uteri are more numer- 
ous and only the more important ones can 
be considered herein. 

Endometritis: The surface epithelium 
of the senile endometrium becomes very 
flat and thin and at times is apparently ab- 
sent. Such a mucosa is readily susceptible 
to infection, and following infection, bleed- 
ing. Cervical strictures, adhesions, trauma 
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and pessaries, and other factors known and 
unknown may produce a secondary endo- 
metritis varying from a mild senile endo- 
metritis to a severe pyometra. A diagnos- 
tic curettage usually cures. If pyometra is 
present then curettage should be delayed 
but never forgotten because of the common 
association of pyometra and carcinoma. 

Hyperplasia of the Endometrium: Under 
the term hyperplasia we shall consider only 
the uniform generalized hyperplasia of the 
entire endometrium which is difficult to ex- 
plain on any basis other than stimulation 
from endogenous or exogenous estrogens. 
Furthermore the hyperplasia may be either 
active or retrogressed. 

1. Active Hyperplasia Due to Exogen- 
ous Estrogens. It is a bit difficult to un- 
derstand why patients one or two or more 
years after the menopause are treated with 
estrogens. (The local vaginal application 
of estrogens obviously excluded.) But such 
is the case and these women often bleed as 
aresult. The proper management of these 
patients is by no means settled, but as a 
general rule it is safest for the patient 
to have diagnostic curettage. It is danger- 
ous to assume that postmenopausal bleeding 
is benign just because the patient is taking 
estrogens. We have seen, as no doubt you 
have seen, endometrial carcinoma in women 
who were taking estrogens. However if 
the patient is well known to the physician, 
and if she can be depended upon to return 
without fail for check-up examination then 
nothing more than immediate withdrawal 
of estrogens is necessary. Any bleeding 
subsequent to withdrawal of hormones 
must always be investigated by curettage. 
The vagaries of carcinoma make it most 
dangerous to dispense with diagnostic cu- 
rettage in any woman with postmenopausal 
bleeding. 

2. Active Hyperplasia Due to Endogen- 
ous Estrogens. If the hyperplasia can be 
clearly distinguished as generalized and not 
localized, as in sessile or pedunculated 
polyps, the most likely cause is ovarian tu- 
mor. Kottmeier* believes that 95 per cent 
will have tumor if a true generalized hy- 
berplasia is present. This is at some vari- 


ance with the opinion of Novak and others.* 
Of course, the feminizing granulosa cell and 
theca cell tumors often, but not always, pro- 
duce sufficient estrogen for the develop- 
ment of active endometrial hyperplasia. 
Other ovarian tumors, such as adenocarci- 
noma fibroma, and cystadenoma, have been 
known to produce or to be associated with 
postmenopausal endometrial hyperplasia. 
Therefore, if the hyperplasia is active and 
generalized, and if the patient is two years 
postmenopausal and has not been taking 
estrogens, laparotomy should be seriously 
considered. Obviously laparotomy must be 
done when solid tumor masses can be pal- 
pated in the adnexal areas. 


3. Retrogressed Hyperplasia. This is 
an inactive form of hyperplasia which has 
caused much confusion among pathologists 
as well as gynecologists. The importance 
of this condition is not that it causes bleed- 
ing, for it probably does not, but that some 
women bleed who have retrogressive hy- 
perplasia which is incorrectly interpreted 
as an active hyperplasia. Sometimes this 
results in unnecessary laparotomy in search 
of a solid ovarion tumor. 

The following case history very clearly 
illustrates the features of this condition. 

Mrs. M. C. Age 55 years. Admitted with a 
chief complaint of bleeding for six weeks. She 
was three years beyond the menopause, which was 
characterized by irregular periods of excessive 
bleeding. Physical examination, including pelvic 
examination, revealed no significant abnormalities. 
A diagnostic curettage revealed a retrogressed hy- 
perplasia; in fact it was a retrogressed cystic 
glandular hyperplasia. 
rence of symptoms. 

There is little doubt that this represents 
an inactive form of the hyperplasia which 
was surely present at the menopause. No 
one knows" how long such an endometrial 
picture will persist after menopause, but 
we have observed it as long as eight years 
after the menopause. Histologically ther? 
are two outstanding features. 


First, the epithelium is rather low cti- 
umnar in type and no mitotic activity is 


There has been no recur- 


present. Stratification of nuclei are very 
rare. Second, the stroma is even more dis- 
tinctive. Whereas the stroma of true hy- 
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perplasia is always very active and crowded 
with dark staining nuclei with scant cyto- 
plasm, the stroma of retrogressed hyper- 
plasia is quite fibrous, has fewer nuclei, no 
mitotic activity, and an affinity for eosin 
stain. 

Endometrial Polyps: There is more than 
a little confusion betwen polyps and hyper- 
plasia. The chief difference is that polyps 
grow because of a local impetus and as a 
result grow in an irregular fashion as dis- 
tinguished from hyperplasia, which has a 
more uniform generalized activity. Polyps 
are usually either true endometrial polyps 
or adenomatous polyps. The former re- 
semble true endometrium and its stroma, 
and when present during active sexual life 
they sometimes undergo cyclic secretory 
changes. This, of course, does not occur 
after menopause. The adenomatous polyps 
have less stroma and more papillary gland 
structure. A third and rather uncommon 
type of polyp is the adenomyomatous polyp 
which has smooth muscle in its core. The 
resemblance to adenomycosis is obvious. 
Clinically these polyps may prolapse 
through the cervix but often they are not 
recognized until the curettage is done. They 
are rarely malignant, but must be studied 


histologically. Curettage is the treatment 
of choice. 
Myomas: Bleeding from these lesions 


after the menopause is not common, but it 
can and does occur. Myomas characteris- 
tically regress with the menopause and if 
abnormal bleeding was not present earlier 
none will appear unless the original tumor 
was submucous or unless, as Te Linde’ has 
pointed out, shrinking of the uterus after 
menopause squeezes the intramural myoma 
so that it becomes submucous. Bleeding 
myomas after the menopause also suggest 
the rare sarcomatous degeneration which is 
present no more than once in two or three 
hundred myomata. There is little place 
for radium or x-ray therapy in the manage- 
ment of bleeding myomas. Irradiation acts 
primarily by castration and only slightly 
directly on the uterus. The postmenopausal 
patient is already a physiological castrate, 
so further effect upon the ovaries is un- 
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likely. Bleeding usually comes from ero- 
sion of vessels about the myoma and the 
necrotizing effects of x-ray irradiation can 
be expected to have little value. The treat- 
ment of choice is total hysterectomy by the 
abdominal or vaginal route. 


Miscellaneous: Into this group fall a 
host of uncommon and rare causes of bleed- 
ing and also those many patients in whom 
no cause for the bleeding can be found. 
Many of these cannot be discussed at this 
time. For example, does hypertension pro- 
duce bleeding from the endometrium? 


Blood Dyscrasias: These must never be 
forgotten. Thrombocytopenic purpura is 
not a rare cause of postmenopausal bleed- 
ing. The bleeding may be a part of idio- 
pathic thrombocytopenic purpura as the fol- 
lowing case illustrates. 


*Mrs. L. C. Admitted with a complaint of pro- 
fuse vaginal bleeding. Diagnostic curettage re- 
vealed endometrial hyperplasia. A total hysterec- 
tomy was done and more than usual bleeding was 
noted, but the patient had an uneventful recovery. 
At the time of postoperative examination the pa- 
tient was found to have numerous subcutaneous 
ecchymoses and petechiae. The spleen was en- 
larged and the platelet count was very low. Splen- 
ectomy was followed immediately by a return of a 
platelet count to normal and a disappearance of 
bleeding tendencies. 


Damashek and Rheingold® have recently 
reported a similar patient age 52 with post- 
menopausal bleeding due to idiopathic 
thrombocytopenic purpura. 


Few gynecologists are aware that throm- 
bocytopenic purpura can occur with stil- 
bestrol therapy. Watson® has _ reported 
several instances of such a toxic reaction 
and we have on one occasion observed post- 
menopausal bleeding without endometrial 
hyperplasia, but with a low platelet count. 
It was assumed that the thrombocytopenia 
produced the endometrial bleeding. The 
diagnosis is readily made by a platelet sur- 
vey from the blood smear, from bleeding 
and coagulation time, and from a tourni- 
quet test for petechiae. 


Carcinoma of Fallopian Tube: Mention 


*Presented through the courtesy of the Huey P. 
Long Charity Hospital, Pineville, Louisiana. 
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of this in a discussion of benign bleeding is 
necessary because diagnostic curettage will 
not reveal malignant tissue. Vaginal cy- 
tological smears are of help as is the palpa- 
tion of an adnexal mass. Treatment is sur- 
gical though rather uniformly unsuccessful. 


No Endometrium Obtained: This is not 
an uncommon pathological report. If the 
curettage has been carefully done there 
should be very few such reports because it 
is nearly always possible to obtain a few 
shreds of atrophic endometrium if the phy- 
sician curets thoroughly and sends every 
bit of tissue to the laboratory. If no endo- 
metrium whatsoever appears on the micro- 
scopic slide in spite of a thorough curett- 
ment then it is well to suspect that a false 
passage may have been created by the cer- 
vical dilators. We have observed two such 
patients. In both uterine bleeding re- 
curred and a second curettage was done 
without obtaining evidence of endometrium. 
Both patients were subjected to laparotomy 
and in one there was a carcinoma of the en- 
dometrium. The other had a mild endomet- 
ritis with a cervical stricture. In both a 
traumatic false passage was present. 


A discussion of this type is not complete 
without a consideration of the patient in 
whom curettage fails to reveal the cause of 
bleeding. Such a patient must be reex- 
amined every two or three months for at 
least a year if there is no further bleeding. 
If bleeding recurs she should be admitted 
to the hospital for a second curettage. If 
at this time there is still no diagnosis then 
an exploratory laparotomy is the treatment 
of choice. 

SUMMARY 

All postmenopausal bleeding must be con- 
sidered as malignant until proven other- 
wise. Much has been written and said 
about the treatment of malignant uterine 
lesions, but what shall the physician do 
about the benign ones? The fact that the 
proportion of benign to malignant lesions 
is increasing in recent years does not mean 
that there is less carcinoma. It probably 
means that there are more diagnostic cur- 
ettages being done and it probably also rep- 
resents a widespread use of estrogens. The 


proper treatment of these lesions depends 
upon an accurate histological and clinical 
diagnosis. 

The history should always carefully de- 
scribe the use of estrogens in any form. It 
should also include the presence or absence 
of any hemorrhagic diathesis. Vaginal 
cytological smears may be a part of pelvic 
examination, but every patient with post- 
menopausal bleeding from the uterus should 
have the benefit of a fractional diagnostic 
curettage and/or biopsy of all suspicious 
cervical lesions. 

Fractional curettage consists of dilata- 
tion and curettage first of the cervical 
canal, and second, the body of the uterus. 
Both specimens must be kept separate for 
the pathologist. Such curettage will permit 
the diagnosis of an early cervical carcinoma 
that would otherwise be lost by dilution 
with the more abundant endometrial curet- 
tings. It also assists in the differentiation 
of adenocarcinoma of the cervix from ade- 
nocarcinoma of the endometrium. 

Cervical Polyps are common, usually be- 
nign, and may be removed by excision or 
twisting. They must be examined histo- 
logically to rule out carcinoma. 

Cervical Erosion and Cervicitis, both are 
common and are readily recognized and 
treated. A biopsy must be taken to exclude 
carcinoma. 

Endometritis. Quite a common lesion 
and due often to cervical adhesions and 
stricture. Curettage usually cures. If pyo- 
metra is present the curettage should be 
postponed until drainage is complete. 

Endometrial Hyperplasia. Active hy- 
perplasia due to exogenous estrogens is 
often suspected by history. As a rule it is 
safest to rule out carcinoma by diagnostic 
curettage and withhold further estrogenic 
therapy. Active hyperplasia due to endo- 
genous estrogens usually suggests some 
type of ovarian tumor, most commonly 
granulosa cell tumor or theca cell tumor. 
Treatment is by laparotomy if adnexal tu- 
mors are felt. If no tumor is felt, laparot- 
omy should be considered if the hyperplasia 
is unquestionably active and generalized. 
Endometrial polyps may interfere with cor- 
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rect histological diagnosis. Retrogressed 
hyperplasia is the final resting stage of a 
previous active hyperplasia. It is readily 
recognized histologically and does not sig- 
nify coexisting estrogenic stimulation. Pa- 
tients probably do not bleed from this lesion 


and the finding is incidental. Curettage 
is sufficient therapy. 
Endometrial Polyps. These represent 


local activity of the endometrium and are 
usually endometrial or adenomatous in 
character. They are readily diagnosed his- 
tologically but must not be confused with 
hyperplasia. Treatment is by curettage. 

Myomas. Occasionally intramural myo- 
mas may become submucous after the men- 
opause. Submucous myomas may bleed be- 
cause of necrosis and degeneration. Diag- 
nosis is usually made at the time of curet- 
tage and treatment is hysterectomy. Ra- 
dium and x-ray have little place in the 
treatment of bleeding myomas after the 
menopause. 


Miscellaneous. Blood dyscrasies, such as 
thrombocytopenic purpura, may cause 
postmenopausal bleeding. Of importance is 
the diagnosis and treatment of the blood 
dyscrasia. Patients with recurrent post- 
menopausal bleeding after a diagnostic 
curettage which has failed to provide a di- 
agnosis should have a second curettage and 
then laparotomy if the diagnosis is still 
obscure. 
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DISCUSSION 
Dr. J. Dudley Talbot (Shreveport): Dr. Lund 
has given us a very excellent paper on handling of 
postmenopausal bleeding. Still too many doctors 
are treating these cases the same as they did ten 
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years ago, that is, curetting their patients for be- 
nign bleeding, then at the same setting, placing 
radium, their reasoning being that in case the path- 
ologist should return a positive diagnosis of ma- 
lignancy, they have helped the patient in that they 
have already begun treatment for malignancy. 
Actually, instead of helping, they may be doing 
harm. First, because we are destroying our great- 
est single sign of early cancer, that is bleeding. 
Second, as Dr. Lund pointed out our D & C may 
have been incomplete and malignancy was missed. 
Third, by giving small doses of x-ray or radium 
we may be promoting growth of malignancy in the 
cervix and uterus. 


Harold Speewert and Thomas Speightal, in a 
recent survey of 270 cases of malignant tumors of 
the uterus, found that 21 patients or 8 percent had 
received previous treatment with x-rays or radium 
for benign conditions. Werner reported 3 cases 
in which carcinoma of the corpus occurred in wom- 
en, ages 36 to 47 years, between eight months and 
seven years following treatment with x-ray. Bland 
treated a patient, age 56, with 244 mg. hr. of in- 
teruterine radium for a myoma. Three years later 
she was found to have an early endometrial cancer. 

Tyrone, in 1947, in his analysis of 436 hysterec- 
tomies, cited 7 cases in which cancer of the endo- 
metrium developed several years following radium 
therapy for benign conditions. 

Speewert gave the average time interval between 
an irradiation and detection of the uterine carci- 
noma in thir series as 8.3 years. Their findings, 
together with previously published data in litera- 
ture, suggest a possible carcinogenic effect of radi- 
ation energy on the human uterine fundus. 

Therefore, as Dr. Lund has suggested, let us 
D & C patients first, leaving off all x-ray and ra- 
dium therapy until we have a definite diagnosis of 
malignancy. If the patient continues to bleed in 
the absence of malignancy, we are justified in re- 
peating our D & C if necessary several times. 
Usually such benign conditions will be cleared up 
after the first D & C. However, if this is not the 
case, a laparotomy with total hysterectomy should 
be considered. 

Dr. Curtis Tyrone (New Orleans): I like Dr. 
Lund’s definition of postmenopausal bleeding, that 
is, any bleeding which occurs in a woman one year 
after the menopause. Postmenopausal bleeding is 
going to become a more important problem, be- 
cause with the present increase in the span of 
life more women are going to live longer in the 
postmenopausal period. I believe that our life span 
is now some 68 to 75 years whereas 30 years ago 
it was only 55 years. 

Certainly, no fault can be found in the method 
of diagnosis of postmenopausal bleeding which Dr. 
Lund has outlined and this was all covered by Dr. 
Talbot. 

To prevent postmenopausal bleeding in women 
before the menopause, the old advice given to pa- 
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tients with uterine fibroids was that no treatment 
was necessary. We are all familiar with Dr. J. 
A. Corscaden’s report that any woman with fibroids 
of the uterus has three times as much chance of 
getting a malignancy of the endometrium as of the 
fibroid. I believe that any woman with uterine 
fibroids manifesting symptoms at the menopause 
should have a hysterectomy. It is necessary to talk 
to these patients and stress the changes of all be- 
nign bleeding, but in this day when so much pub- 
licity has been given cancer, any bleeding after 
the menopause naturally causes the patient consid- 
erable concern. It is difficult to try to appease 
these women, or make them realize that such bleed- 
ing is benign. Most of them want more assurance 
than simply that the bleeding is benign; they want 
the uterus to be eliminated and I can’t much blame 
them. It has been said that when no material is 
obtained following curetting, the patient may be 
reassured that she does not have a malignancy but 
too often this does not give them the assurance 
they wish. Of course, curettement does not neces- 
sarily rule out a malignancy of the endometrium, 
as no curette has eyes and a focal area of the endo- 
metrium could- be overlooked. Therefore, I say 
there should be more widespread use of total 
hysterectomy in postmenopausal bleeding. 


fy. 
Vv 


CERTAIN ASPECTS OF ECLAMPSIA* 
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SHREVEPORT 


This paper is presented in an attempt to 
analyze certain clinical aspects of eclampsia 
with a fatal outcome; and, when possible, 
to evaluate the management of this disease 
on the basis of the anatomic changes found 
at autopsy. 

MATERIAL 

From 1932 through 1948, 37 cases of fatal 
eclampsia were autopsied by the pathology 
department of the Shreveport Charity Hos- 
pital. Thirty-three of these patients had 
severe toxemia with one or more convul- 
sions during the last trimester. The remain- 
ing 4 had severe toxemia but expired with- 
out having a generalized motor seizure; 


From the Department of Obstetrics and Gyne- 
cology, Shreveport Charity Hospital, Shreveport, 
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*Presented at the Sixty-ninth annual meeting of 
the Louisiana State Medical Society, May 1949. 


however, autopsy revealed the liver changes 
usually associated with eclampsia. Eclamp- 
sia, then, may be a clinical diagnosis or it 
may be an anatomic diagnosis seen in the 
absence of the characteristic signs. The lit- 
erature® °* is well documented with cases 
of eclampsia without convulsions. 
MANAGEMENT 

Our management of the eclamptogenic 
patient consists of a conservative regime. 
We feel that individual evaluation and care 
of the eclamptic is of utmost importance. 
Routine procedures have a very limited role 
in the management of these patients. Fail- 
ure of strict adherence to sound principles 
and repeated evaluation of the patient will 
invariably lead to embarrassing complica- 
tions. Too often the eclamptic is a victim 
of overtreatment rather than of her disease. 

The drugs of choice in the control of con- 
vulsions, we feel, are morphine, sodium 
phenobarbital, and magnesium sulphate. 
Small doses of combinations of drugs may 
prevent the accumulative effect of any one 
sedative. The aim of sedation is to maintain 
the patient at a level between drug coma 
and a hyperexcitable state which lowers the 
threshold to convulsions. Deep sedation and 
immobility make these patients likely can- 
didates for hypostatic pneumonia and cir- 
culatory collapse. Simple routine adminis- 
tration of sedatives is strongly condemned. 
The indications for repeated sedation can 
be derived only from careful frequent eval- 
uation of the blood pressure, respirations, 
and state of excitability of the patient 

The judicious administration of fluids 
will prevent waterlogging of these patients. 
Failure to maintain a balance between in- 
take and output of fluids will precipitate 
pulmonary edema and congestive failure. 
We have abandoned the belief that the kid- 
neys can be forced to excrete urine by the 
use of large quantities of intravenous fluids. 
The amount of subcutaneous edema, the 
urinary output, and the status of the lungs, 
heart, and blood pressure indicate the quan- 
tity of fluid needed. 

The markedly edematous patient is espec- 
ially vulnerable to large quantities of fluid. 
During twenty-four hours, 1500 cc. plus the 











404 DILWORTH, BOOKER—Certain Aspects of Eclampsia 


amount of urine secreted is sufficient fluid 
for the average eclamptic. Some patients 
may, however, require more. There is evi- 
dence that 5 per cent glucose may prove as 
effective as 20 per cent, and with less dam- 
age to the veins. Whole blood transfusions 
are used to combat shock from blood loss or 
peripheral collapse. After convulsions are 
controlled and the patient is conscious 
fluids are given by mouth. 

Pregnancy is terminated only after con- 
vulsions have ceased and a period of twenty- 
four to forty-eight hours has elapsed. When 
the cervix is partially effaced and admits at 
least one finger, medical induction is at- 
tempted; if this fails the membranes are 
ruptured artificially. In the presence of an 
unfavorable cervix and the persistence of 
toxemia symptoms we perform cesarean 
section. Rarely do we allow the controlled 
eclamptic to continue her pregnancy. Once 
labor is induced or begins spontaneously, it 
is allowed to continue normally and to ter- 
minate spontaneously or is ended by low 
forceps. Local or low spinal anesthesia is 
used for vaginal deliveries and local for 
cesareans. 

CLINICAL ASSAY 

This series is too small to draw any con- 
clusions from statistics, but a few of the 
more interesting clinical findings are pre- 
sented. 


Age and Parity: The age range was 14 
to 40 years. Fifty-seven per cent were less 
than 23 years of age, indicating that 
eclampsia is more common in the young 
gravida. As noted in table I, the primiparas 
had an average age of only 8.7 years less 
than that of the multiparas. Four of the 
multiparas were over 34 years of age. 

TABLE I 
PARITY AND AVERAGE AGE 


Primaparas 23 (64.9%) ..20.9 years 
Multiparas 14 (35.1%) .... 29.6 years 
Entire group sales .24 years 


The ratio of primiparas to multiparas 
was 2:1. Generally eclampsia is seen about 
three times more commonly in the primi- 
paras. The average parity for the multi- 


paras (10) was 5.1. The greatest number 
of pregnancies for one patient was 16. 

Color: Thirty-six of the patients were 
colored. This is not representative of the 
ratio (5:1) of colored to white admissions 
to the service, but is in keeping with the 
idea that colored women are more apt to 
develop serious toxemic complications than 
are white patients. (During the last seven 
years the ratio of colored to white eclamp- 
tics seen on our service was 7.7:1 and all 
of the fatal cases during this period were 
colored patients). This difference may be 
due to poor diet, the lack of prenatal care 
and the high incidence of pre-existing vas- 
cular renal disease among colored women. 

Prenatal care: As might be expected the 
incidence of good prenatal care is very low 
in a series of this type. Only 1 patient had 
what was termed good prenatal care. About 
16 per cent of patients delivered on our 
service have visited our prenatal clinic, but 
the remaining 84 per cent have very poor 
if any prenatal care. None of the patients 
in this group was enrolled at our clinic. 
This confirms the feeling that adequate pre- 
natal care is essential if the incidence of 
toxemia is to be reduced. 


TABLE II 
PRENATAL CARE 


Eee eee eae ae eRe EN eT ee eee ee 1 
BID i cistsucsocepinpuniostasobicdendcaubdatinianccbaanbamatmaaniisemnatntas 0 
RE LO ORT OTE OER re ee ON 9 
NN a a ri ee 27 


Prenatal care must include careful eval- 
uation of water retention as indicated by 
weight gain and the appearence of edema, 
any significant change in blood pressure, 
especially the diastolic, and the presence of 
albuminuria. These are the early signs of 
toxemia and the appearance of any one of 
these findings should be a warning for ener- 
getic medical treatment. 

Past History: Only 1 of these patients 
had previously experienced convulsions; 
however, this represents 23 per cent of the 
multiparas. Two had kidney disease of un- 
known duration and type, and 3 had a his- 
tory of hypertension of undetermined dura- 
tion. Probably many more of these patients 
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had previous hypertension, but the histories 
were often incomplete. 

Signs and Symptoms: The usual signs 
and symptoms of toxemia of pregnancy 
were found in this group. A history of 
headaches, edema, dyspnea, and convulsions 
was most outstanding. These symptoms 
appear late in the coure of preeclampsia, 
indicating that on admission the disease 
was far advanced in most cases. The find- 
ings (hyperpyrexia, coma, tachycardia, 
dyspnea) indicative of poor prognosis were 
prevalent. 

TABLE III 
SYSTEM REVIEW 


RL eT na ERE PEND eS Ae 31 


ee oe ee eee ee nT ee a See 23 
CC ee ae eee ee er RF corre e 19 
EE LI at eae RTE ERS ON A oe LEE 17 
EE ARE EET 11 
ERE AN NE at ae ie ee CM eee Lea eee 6 


Epigastric distress 





Convulsion: It is significant that only 17 
of these patients had convulsions prior to 
admission. This means that 16 had the first 
convulsion (4 had no convulsions before or 
after admission) after reaching the ward. 
Failure to sedate adequately on admission, 
during labor, and in the early postpartum 
period, is definitely an outstanding error in 
management. At least 12 patients had in- 
adequate sedation prior to the first convul- 
sion. 

Failure to check the blood pressure fre- 
quently during labor was a common error 
in the management of the patients who were 
admitted prior to the onset of convulsions. 
Too much emphasis cannot be placed on the 
significance of the blood pressure rise dur- 
ing labor in certain patients. Uterine con- 
tractions may be the stimulus for convul- 
sions as is indicated by the fact that 11 pa- 
tients had the first convulsion during labor. 
(Fifteen patients had the first convulsion 
prior to the onset of labor and 7 had the 
first convulsion in the early postpartum.) 

TABLE IV 
TIME OF CONVULSIONS 








Oe EN Se OF 15 
Intrapartum ............. -. oe 
Postpartum. ....... 7 


No convulsions 
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The greatest number of convulsions by 
one patient prior to admission was nine (2) 
and the greatest number that any patient 
had after admission was eight (1). It is of 
interest that no patient had a total of ten 
or more convulsions, contrary to what one 
would expect to see in 37 cases of fatal 
eclampsia. 

TABLE V 
PHYSICAL FINDINGS 


RT ER TO 34 


pS reel eaents fe cers oer Oe ae eT 26 
III teins hceeccna sists tances sateen meee 23 
EE ENCLOSE Ree LU Coe ee ey eee 22 
MN Sia og ia Sites es atiatenaeceriaemaah nieces 22 
on i hk ea aoe 15 
NII: 8 ccs ot ass Seca ee ec tk 4 


Hypertension: Thirty-four patients had 
a hypertension of at least 140 systolic and 
90 diastolic prior to exitus. Only 3 had no 
definite demonstrable hypertension, but 2 
of these were in shock on admission and 
died prior to improvement, and the third 
had only one blood pressure recording on 
the chart. Twenty of the group had hyper- 
tension of 180 systolic or 110 diastolic or 
higher after admission. The patient is in 
greater danger of eclampsia if she is a 
young primipara with a blood pressure of 
150/90 and persistent albuminuria than if 
she is an older patient with a blood pres- 
sure of 170/110. Failure to realize the grav- 
ity of an elevated diastolic pressure is not 
an infrequent error in the management of 
toxemias. 


Coma: The high incidence of prolonged 
coma is not unusual in a series of this na- 
ture. The sudden development of deep, pro- 
longed coma in an otherwise mild eclamptic 
should suggest the development of marked 
cerebral pathology. It should be mentioned 
that one may have difficulty in differen- 
tiating between true coma and stupor from 
heavy sedation. 


Blood and Urine: No unusual urinary 
findings were noted. The majority showed 
rather marked albuminuria, casts and cells. 
One patient developed lower nephron neph- 
rosis and died of uremia twelve days after 
delivery. None of the others showed an 
elevation of non-protein nitrogen. 
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Duration of Pregnancy: Twenty patients 
went to term as calculated by menstrual 
history. The range of pregnancy was 
twenty-eight to forty weeks with an aver- 
age of 37.1 weeks. 

Labor and Delivery: Nine patients had 
no labor; 8 died prior to the onset of labor 
and 1 was delivered by cesarean section in 
1932. (This patient was a 30 year old prim- 
ipara at term who had 2 convulsions prior 
to admission. She was sectioned immedi- 
ately after arrival to the hospital while in 
a comatose state and even after the diag- 
nosis of intrauterine fetal death was made. 
She went into shock and died four hours 
after section. The cause of death at autopsy 
was eclampsia.) Four patients died prior to 
delivery after variable periods of labor. 
There were 12 patients who expired unde- 
livered. No prolonged labors were noted in 
the entire group. 


TABLE VI 
LABOR AND DELIVERY 

BI dc asond p espnisdipepstigiesniaietnanistcacasdnsidepaiinpielbami 25 
I 855551: s da Hainccisndancesindceetucianciesbeebeati aces 18 
Ee Eee CeO Rene ee 7 

SI? inci. cconicciapalocineadclasupiaiecaaniiasidl 6 

MII: seisccxcctrciederces saben tales 1 
ee ee a ee iaeetnedrounian 12 
Antepartum deaths .......0...2.20...2.000.ceccecceeeeeeee 8 
Intrapartum deaths -2.00......2..00..2....2ccccccceeeeeeee 4 


The immediate fetal mortality was very 
high, a total of at least 28 infants (2 sets 
of twins), including 12 undelivered, were 
lost. Others may have expired during the 
neonatal period as follow-up of the infants 
who entered the nursery alive is not com- 
plete. 


TABLE VII 
INFANT MORTALITY 


OS FE ee eee eS ee Ee eee 12 
Stillborns (2 sets of twins) -...........00......-200000------- 14 
Ina a al ak we ht a 2 

en ee ee ee tA 28 


Percentage of mortality: 75.7 


. ANATOMICAL CHANGES 

It is conceded that eclampsia is a systemic 
disease involving primarily the vascular 
system. The organs involved and the extent 
of the pathology may vary with the suscep- 
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tibility of the individual and the severity 
of the toxemia, while the pattern of the vis- 
ceral lesions is dependent upon the type of 
terminal circulation found in the individual 
organ. The old concept that eclampsia is 
primarily a liver disease arose from the ob- 
servation that hepatic lesions are usually 
present in patients dying of this. disease. 
We now recognize that other organs present 
changes which are just as significant as the 
liver necrosis in that they reflect the altered 
physiology of the vascular system and may 
in themselves be responsible for the death 
of the patient. 

The theory that the altered physiology 
and the pathological lesions seen in the pre- 
eclampsia-eclampsia syndrome are due to 
generalized arteriolar spasm is becoming 
very popular. Irving’ was one of the first 
to advocate this theory, and _ recently 
others” '” have expressed the belief that 
angiospasm is the basic lesion of the tox- 
emias of pregnancy. 

The sequence of events as cited by Dexter 
and Weiss is as follows: A generalized 
vasospasm causes hypertension which leads 
to small arterial and arteriolar changes; 
this produces ischemia and necrosis of tis- 
sue distal to the spasm; release of the spasm 
results in hemorrhage. 


The important anatomic changes found in 
our series are presented in the following 
section. No attempt is made to correlate 
these findings with a theory for the patho- 
genesis of eclampsia. 

Liver: Degenerative lesions of some type 
are almost constant in the liver. The char- 
acteristic gross lesions are irregular areas 
of hemorrhage associated with necrosis of 
or atrophy of the liver cords. In our series 
the outstanding gross lesion was subcap- 
sular hemorrhagic: necrosis of the ‘liver. 
This anatomic lesion was noted in 34 cases, 
and was described as marked in 23 cases, 
moderate in 8 instances, and scanty in only 
3 patients. The lesion was usually most 
marked in the right lobe. 

The microscopic liver change consists of 
hemorrhage necrosis which is usually, but 
not necessarily, found around a_ portal 
space. In our series the microscopic lesion 














was limited to periportal necrosis in only 
15 cases. In 6 cases the distribution was 
both peripheral and central, and in 2 in- 
stances the necrosis was found only in the 
central portion of the lobule. 


Anemic infarcts have been described but 
were absent in our series. Thrombosis of 
portal vessels was occasionally seen.* 


The liver lesions are not present in all 
cases dying of eclampsia, as was shown by 
one of our patients who had a typical clin- 
ical course, but showed no liver changes of 
note on microscopic examination. However, 
one in unable to state that liver changes are 
entirely absent unless serial sections are 
done. It is of interest that the liver lesion 
may be scanty or absent in patients with 
long standing toxemia symptoms and die 
soon thereafter. Way* was not able to cor- 
relate the amount of liver pathology with 
the duration of the toxemia. Most authors 
feel that the liver lesions are reparable as 
no liver disease has been noted in patients 
dying from other causes after recovering 
from eclampsia. 

Kidney: Grossly, the kidneys may appear 
normal, or only slightly enlarged. They 
may be pale or grayish white in color, or if 
congestion is present, they may be of such 
deep dark red color that the markings may 
be obscured. No gross pathognomonic kid- 
ney lesion has been observed. 

The important changes are seen in the 
glomeruli which are bloodless and so swollen 
that they fill out the entire capsule. The 
capillary basement membrane is usually 
thickened and may even be duplicated. Bell"! 
feels that the thickening is due to an in- 
crease in substance, while others take the 
view that simple edema causes the swelling. 

The afferent or preglomerular arterioles 
are thickened and may undergo necrosis 
with thrombus formation. 


Symmetrical necrosis of the cortex is oc- 
casionally seen. Here there is almost com- 
plete necrosis of the cortices of both kid- 
neys with thrombosis of the interlobular 
arteries. 


The tubular changes vary from cloudy 
swelling to degeneration and are not char- 
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acteristic of eclampsia as they are seen in 
numerous other diseases. 

Accompanying renal changes were pre- 
valent in this series as noted in the follow- 
ing table: 


TABLE VIII 
ADDITIONAL RENAL LESIONS 

IND ain arene ypavseecuuauaies 8 

MI ck fais pecans 1 

Chronic active ................ 5 

eee ee ae 2 
ere as coe ane as sashes koteed 9 
IIE NO isc sca aot eretroepserecn anes Meeprarrb sete 5 
Lower nephron nephrovis ........-.................-.........- 2 
Arteriosclerotic (marked) ...................-.-----2---s0000ee0++ 2 


The kidney lesion known as lower neph- 
ron nephrosis is becoming very popular in 
obstetrics as well as in other fields. Clini- 
cally, this lesion is hard to establish, but we 
have noted several severe toxemias develop 
urinary suppression in the absence of trans- 
fusion reactions and premature separation 
of the placenta. We make no attempt to 
postulate what role the toxemia per se may 
play in the production of this lesion, but 
merely mention it in passing. 

One of the patients who exhibited this 
type of lesion had received sulfathiazole 
prior to admission and died of uremia. The 
second patient developed urine of a port 
wine color after remaining in a shocklike 
state for approximately ten hours. The 
cause of death was listed as “eclampsia’’. 


Brain: The changes that occur in the 
brain of patients dying of eclampsia are 
edema, thrombosis of cerebral vessels, in- 
tracerebral hemorrhage, and subarachnoid 
hemorrhage. 

Edema of the brain is indicated by flat- 
tening of the convolutions, and by the wet 
appearance of the tissue on section. Edema 
here is due to the same factors that cause 
edema elsewhere. In this series edema was 
prominent in 19 of 22 brains examined. 
Death was not attributed to edema in any 
case, although this may be the cause of 
exitus in certain cases. The relationship of 
cerebral edema to convulsions and coma is 
debatable. Three patients who had no de- 
monstrable cerebral edema had generalized 
motor seizures. 
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Cerebral thrombosis was observed in only 
1 case in this series. She was a 15 year old 
colored primipara with no history of prev- 
ious hypertension or syphilis. Usually the 
lesion is found in older patients with evi- 
dence of chronic vascular lesions of long 
standing. 

Intracranial hemorrhage is common in 
eclampsia. DeLee* reports the incidence as 
high as 40 per cent. The hemorrhage may 
be scanty or focal in nature or it may be 
massive, similar to that which is seen in 
chronic vascular disease. 

Hemorrhage was observed in 7 of the 22 
brains examined in this group, an incidence 
of 31.8 per cent. The hemorrhage was mas- 
sive in 6 cases and was the cause of death 
in each instance. Focal subarachenoid 
hemorrhage was present in a 14 year old 
colored primipara. 

The youngest patient with massive cere- 
bral hemorrhage was a 19 year old colored 
primipara. The average age for these 6 
patients was 33.5 years. Two had a history 
of long standing hypertension, and 1 of 
these had eclampsia with a previous preg- 
nancy. One had a history of renal disease 
of unknown type and duration. Two out of 
3 with negative histories were primiparas 
who died without convulsions. 

Adrenals: Recently considerable interest 
has been shown in the changes found in 
the adrenal gland of patients dying of 
eclampsia. Briefly, the pathology observed 
is necrosis and hemorrhage of the cortex. 
Way® reported that 11 of 33 eclamptics 
showed this lesion, and concluded that there 
may be a relationship between adrenal dam- 
age and the familiar shocklike syndrome 
that occurs in eclampsia. In the present 
series 6 cases showed varying amounts of 
hemorrhage and necrosis of the adrenal 
cortex. Review of the clinical course shows 
that 1 patient went into shock and expired 
within fifteen minutes, the cause of death 
being undetermined. Another patient went 
into sudden coma, shock, and died fourteen 
hours later, autopsy disclosing a massive 
pontine hemorrhage. Two other patients 
were in shock for at least twelve hours prior 
to exitus. The question may arise as to 
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whether the shock precedes or follows the 
adrenal changes as these anatomic changes 
have been noted in patients who remained 
in shock from causes other than eclampsia. 

Lungs: Pulmonary edema, atelectasis, 
and pneumonia appear frequently in the 
course of eclampsia. Six patients developed 
clinical evidence of acute pulmonary edema. 
Autopsy revealed marked pulmonary edema 
in ten cases. Death was due to the compli- 
cation in 4 instances. Thirteen cases 
showed moderate pulmonary edema. 

Atelectasis was observed in 5 cases, usu- 
ally accompanied by pneumonia. Pneu- 
monia was the cause of death in 1 case. 
This complication can be largely prevented 
by the use of antibiotics, by the omission 
of oral fluids during the convulsive stage, 
and by the judicious use of sedatives. 

Heart: The heart was the site of signifi- 
cant anatomic changes in many cases. In 
10 instances the heart was definitely hyper- 
trophied, weighing more than 400 grams in 
7 cases. On the basis of cardiac hypertro- 
phy, the incidence of heart disease was 27 
per cent. 

Five patients under 30 vears of age with 
cardiac hypertrophy had no history of 
chronic vascular-renal disease and no addi- 
tional evidence of myocardial or vascular- 
renal disease was noted at autopsy. There- 
fore the cardiac hypertrophy may support 
the feeling that toxemias of pregnancy may 
in some instances produce heart changes 
of note. We feel that the cardiac hyper- 
trophy in these cases is too great to be on 
the basis of pregnancy alone. 

Five patients above the age of 30 years 
had a definite history of underlying vascu- 
lar-renal disease and/or showed additional 
inatomic evidence of the same. Extreme 
care must be used in evaluating the vascu- 
lar-renal status of eclamptic patients in 
order to avoid as far as possible the com- 
plications that may arise on the basis of 
these changes. 

Marked pericardial and subendocardial 
petechial hemorrhages were noted in 5 in- 
stances and less extensive similar changes 
were found on 8 occasions. 

Fluid in the body cavities was very com- 
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TABLE IX 
HEART 
Age Parity Heart weight Other evidence of car- 
in grams diac or vascular- History of vascular 
renal disease renal disease 
16 0 420 Active pyelonephritis Negative 
(kidney not contracted) 
20 0 500 None Negative 
22 0 400 None Negative 
28 3 500 None Previous eclampsia 
29 450 None Negative 
35 0 600 Massive cerebral hemorrhage Kidney disease? 
31 3 370 Massive cerebral hemorrhage. Previous eclampsia 
Arteriolosclerosis of kidneys Hypertension, 2 years 
39 13 410 Massive cerebral hemorrhage. Hypertension 
Fiedler’s myocarditis 
34 420 Uremia, lower nephron nephrosis, Fiedler’s Negative 
Myocarditis 
35 400 Mural thrombi Negative 


mon in this group of patients. Ascites was 
present in amounts of 3000 cc., 2000 cc., 
1500 ce., 750 ec., 350 ec. (twice), and 200 
cc. (thrice). Pericardial effusion ranging 
from 60 to 250 cc. was noted on 12 occa- 
sions. Again, the danger of overloading 
the vascular tree with parenteral fluids 
must be stressed. 

Cause of Death: The cause of death in 
eclampsia still remains a mystery in many 
instances. This is true from an anatomic 
as well as a clinical viewpoint. In the pres- 
ent group of necropsies, the anatomic les- 
ions which were described as the cause of 
death by the pathologist are listed below. 

rABLE X 
CAUSE OF DEATH 


Intracranial hemorrhage . imei cae 2 ere a 
Pulmonary edema : pasted ; 4 
Pneumonia EI Se MEN ISAS ON AC 1 
Uremia pea Ieee ta  Seed hha 
Hemorrhage, postpartum .............000..0000022000..-. ae 
Eclampsia Beeps ola nee eRe Re eee 24 


The familiar shocklike state that one sees 
in this disease is by far the most common 
‘erminal picture. Pulmonary edema and 
cerebral hemorrhage are the two most com- 
mon anatomic changes that can be definite- 
ly listed as the cause of death. Clinically, 
pulmonary edema appears commonly prior 
to exitus and was thought to be the cause 
of death in 3 additional cases, but this was 
not confirmed at autopsy. 


CONCLUSIONS 

The conclusions we have gradually come 
to after studying the clinical courses and 
autopsy findings in this group of cases are 
not new, but we think they are sound. 

1. The toxemia syndrome is better un- 
derstood by considering it as a systemic 
disease of the vascular tree. The symptoms 
vary with the degree of arteriolar spasm 
and with the amount of injury to the vari- 
ous organs. 

2. The frequent involvement of vital 
organs either by pre-existing vascular- 
renal disease or toxemia makes it manda- 
tory to carefully evaluate the cardiovascu- 
lar and renal systems in order to avoid com- 
plications which may be due to disease and/ 
or overtreatment. 

3. A conservative attitude in the man- 
agement of the eclamptic patient is well 
‘ounded. Individualization and repeated 
evaluation of the patient is the basic princi- 
ple of management. 

4. Therapy cannot be relaxed once the 
convulsions are controlled and diuresis es- 
tablished. The mother is never safe until 
the baby and placenta are out of the uterus. 
This does not advocate hasty operative de- 
livery, but is, we feel, a conservative atti- 
tude. 

5. A high fetal mortality is to be ex- 
pected with conservative management. 
After the development of convulsions the 
baby must be ignored if the maternal mor- 
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tality is to be reduced. This does not apply 
to the preeclamptic or controlled eclamptic 
group. 


6. Adequate prenatal care remains as 
the best weapon against eclampsia. One 
must never wait for the appearance of 
headache, dyspnea, vomiting, epigastric 
pain, and marked hypertension before be- 
coming concerned. These are the symp- 
toms and signs of advanced preeclampsia 
and impending convulsions. Treatment 
must begin long before this. 


7. We have had 1 eclamptic patient die 
of hemoglobinuric nephrosis, a type of low- 
er nephron nephrosis. There have been 
other preeclamptic and eclamptic patients 
who exhibited this syndrome clinically. It 
is a little difficult to prove in patients who 
survive, but we especially wanted to express 
our opinion of the importance of this in- 
teresting syndrome in obstetrical patients, 
rare though it may be. 
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DISCUSSION 
Dr. E. L. King (New Orleans): First of all I 
want to stress the main conclusion which is the 


necessity of proper prenatal care. 


The second point is that we should not wait in 
cases of toxemia until they develop headaches, 
vomiting, visual disturbances, before we get con- 
cerned. The time to get worried is when the blood 
pressure starts up, long before they have any symp- 
toms. Another point I think we can well stress is 
that treatment is not to overload these patients 
with fluid. Very interesting work in this connec- 
tion was done by Arnold and Fay in Philadelphia 
a good many years ago. They went even further 
than most of us, in that they stated that the patient 
did not receive in one day any more fluid than she 
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was able to put out as urine during the previous 
twenty-four hours. 

We also agree that the patients should not be 
delivered during the convulsive stage; they should 
be delivered either before they develop convulsions 
or after they have recovered from this acute at- 
tack, and the labor should be as conservative as 
possible. 

In 100 cases treated at Charity in the past few 
years, 10 cases died. Sometimes we run a better 
average than that, but that was the average for 
that 100. The high percentage of brain lesions 
is interesting. We have no doubt overloked this 
cause of death at Charity Hospital, as the skull is 
frequently not opened at autopsy. 

Dr. Norman U. Booker (In conclusion): The 
question was asked, as I recall it, whether the in- 
crease in weight of these hearts was due to edema 
or hypertrophy. They were described by the 
pathologist as being of the hypertensive type. 


— 
Vv 





TITANS OF PSYCHIATRY—SIGMUND 
FREUD AND ADOLF MEYER* 


T. A. WATTERS, M. D. 


NEW ORLEANS 


A comparison and contrast of the work 
and teachings of Sigmund Freud and Adolf 
Meyer is both timely and provocative, for 
they are the prevailing influences that 
shape the theory and practice of psychiatry 
today. 

Freud, a Jew, was born in Freiberg in 
Moravia in 1856, and brought up in a strong 
background of traditional German school- 
ing, with all that this implies. Always a 
serious student, from the beginning he ex- 
celled in the studies which ultimately led 
him into medicine. For years he did ex- 
perimental work in the laboratory, making 
some of the first cocaine experiments, and 
particularly devoting himself to organic 
neurologic research. He entered psychiatry 
proper near the age of twenty-nine with 
a broad yet precise anatomic and physi- 
ologic knowledge of the nervous system 
based on a long period of laboratory work 
and clinical neurologic experience. 

In psychiatry he found a field of work 
barely defined, largely nosologic and de- 


*Presented at meeting of the Orleans Parish 
Medical Society, November 8, 1948. 
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scriptive, and poorly formulated. Upon 
this confusing and undeveloped field, he 
brought to bear keen observation, an ex- 
perimental attitude, and patience. Although 
his observations and conclusions drawn 
therefrom excited invidious opposition and 
acrimonious attack from many quarters, he, 
nonetheless, quietly pursued his course, and 
over a long lifetime slowly saw his labors 
bear rich fruit and his work substantiated 
and vindicated by experience and time. 


Ten years later Adolf Meyer, the son of 
a Zwinglian minister who had rebelled 
against Calvinistic doctrine, and nephew of 
a physician, was born in 1866 near Zurich 
in German Switzerland. Early in life he 
showed his liking for medicine, beginning 
with an emphasis on neuro-anatomy, then 
neurobiology, pathologic anatomy and neu- 
rology, and finally psychiatry. Hoping for 
broader opportunities, he came to America, 
where much of his early work was in State 
hospitals. Having worked for considerable 
time in pathology, he, like Freud, brought 
extensive knowledge of the structure and 
function of the nervous system, as well as 
a great deal of experience, into his more 
specific work in psychiatry. As a clinical 
neurologist and psychiatrist, he became im- 
patient with the compulsive, foolish, and 
fallacious searching of many of his col- 
leagues who persisted in looking for a struc- 
tural explanation for the many things man 
did, felt, and thought when he went awry. 
For he conceived of a physiology and pa- 
thology of the person himself as well, and 
not just of his isolated functions and parts. 
Accordingly, he studied man’s behavior, his 
total performance, always in terms of that 
live and whole man, rather than a corpse 
or a disordered part or system, or a disorder 
itself separate from the individual who 
harbored it. He never lost his focus upon 
the sick and distressed person himself. 


With a prevailing attitude quick to ex- 
clude anything not organic in orientation or 
colored with a physical patter, medical edu- 
cators more easily accepted Meyer’s plaus- 
ible and unruffling approach to man. Thus 
the induction of psychiatry into American 
medical schools was facilitated at a time 
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when there were strong resistances against 
psychiatry in general, let alone Freudian 
facts and theories. So Meyer’s theories of 
personality function and therapy being 
more readily acceptable at this juncture 
than were Freud’s, were partly the rea- 
son, he was so successful in introducing 
psychiatry not only into medical teaching, 
but into other quarters too, as well, which 
formerly were entrenched against it. 


Freud, too, took a keen interest in 
the functioning of the individual in terms 
of his life experiences, past and present. 
Stimulated by an older colleague, Breuer, 
he became interested in hysteria and hypno- 
sis, using the latter to obtain from his pa- 
tients an understanding of the influence of 
dissociated components upon their behavior. 
He quickly ascertained thereby the presence 
of a domain of human motivation and think- 
ing and feeling beyond the pale of conscious- 
ness. Time and time again he found evi- 
dence to support this concept. Fascinated 
by his discoveries, and widening their appli- 
cation, he showed that evidence existed of 
the unconscious at work in certain mistakes: 
and slips in everyday life—in wit, in humor, 
and particularly in neurotic symptoms and 
behavior. He, too, found that in dreams 
there were many things that betrayed the 
presence of unconscious trends when de- 
coded according to a scientific method that 
he developed. However, in working with 
his patients, he shortly replaced hypnosis 
with free association in which his patients 
talked freely, without selection or restraint, 
as a more effective way of understanding 
motivations and meaning in their actions 
and their distress that otherwise might be 
missed. He was also struck by the phenom- 
enon of transference, wherein the patient 
reacted in the present in certain ways to the 
therapist and the therapy, repeating atti- 
tudes and behavior patterns of the past with 
reference to some important person in his 
life, usually a parent or parent figure. Thus 
with free association and dream interpre- 
tation, and with a study of transference and 
of resistance to certain issues and insights 
accruing in the flow of verbal material and 
behavior, unrealized motivation and the 
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meaning of the patient’s disorder became 
clear and gradually accepted as a part of 
his widened and acknowledged range of 
consciousness. 

Freud thus studied the unconscious or 
the area of repressed motivation underlying 
the behavior of his patient. Early in his 
career his studies were predominantly on 
neurotics, but he soon found that the laws 
which appertained in the minding functions 
of the neurotic were the same as those in 
the so-called normal person. Furthermore, 
it soon became evident that between these 
two it was not a matter of difference but 
rather one of degree. On the basis of his 
findings, he ultimately gave us a dynamic 
concept of the growth and unfolding of the 
human story based on a biology of finding 
sustenance, security, and satisfaction. He 
found in man as he studied him, funda- 
mentally two drives—an altruistic, procre- 
ative sex drive as part of his love life, and 
an aggressive, competitive drive serving 
him for defense and offense, for achieve- 
ment, and for security. He gave us a broad 
understanding of such motifs as love and 
hate, guilt and expiation, and fear of loss 
of love, and of retaliation — all of which 
have come to be extremely dynamic con- 
cepts in the practical treatment of nervous 
disorders. 

From his observations, he gradually con- 
ceived of the personality as having certain 
functional and dynamic components: the 
ego, or conscious personality, whose role 
was to adjust man’s inner needs to his out- 
ward circumstances in accord with certain 
restricting attitudes proclaimed by the con- 
science, or superego; and lastly the id, 
which represented man’s undomesticated 
inner drives. Withal he never failed to con- 
sider man’s constitution and heredity and 
environment, and readily gave them their 
place. Yet he extended the concept of en- 
vironment beyond simple physical sur- 
roundings to include the interpersonal cir- 
cumstances into which the child was born 
and in which he did or did not thrive or 
progress in his emotional maturation during 
the formative periods of infancy and child- 
hood. On the other hand he narrowed the 
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scope of heredity' to more proper dimen- 
sions by showing that much behavior too 
easily attributed to this factor could be 
traced rather to certain unconscious compo- 
nents at work within the personality. By 
forcing a recognition of these dynamisms, 
Freud made man more directly responsible 
for integrating them into his conscious per- 
sonality and ultimately into a more rational 
pattern of conduct. 


In his study of the love life of man, Freud 
gave us a history of its growth and develop- 
ment from infancy to adulthood in terms of 
both genetics and dynamics within the 
child’s interpersonal relationships that con- 
ditioned him from early in life. He demon- 
strated the so-called Oedipal phenomena 
wherein the child related himself to his 
parents with feelings and attitudes, some 
of which might be turbulent, or even vio- 
lent. He showed how these Oedipal com- 
ponents together with others, if mastered 
and adequately repressed, merely consti- 
tuted problems with which everyone must 
deal, but which are solved if interpersonal 
circumstances permit. However, if unmast- 
ered, thes? same components remained with- 
in the growing personality as a neurotic 
core, 

Early in the course of this study, and to 
the consternation of those who otherwise 
presumed it to be objective, Freud brought 
forth his concept of infantile sexuality. At 
this time sex activities were not recognized 
or accepted as a part of normal develop- 
ment before they unmistakably flowered at 
puberty, and any earlier manifestations 
were discouraged ard o!ten harshly pun- 
ished by the parents, and at best glossed 
ever by the medical profession itself. So 
when Freud revealed facts about the fearful 
and forgotten area of childhood covered by 
what he called infantile amnesia, and dem- 
onstrated that in the earliest years there 
were sex phenomena, (not of a reproductive 
nature in terms of the adult, but sex, none- 
theless), and showed that in the growing, 
but bewildered mind of the child much per- 
verse behavior was encountered, even his 
colleagues were squeamish and resentful 
and slow to admit the truth. Yet Freud 
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merely pointed out that there was evidence 
of a gradual purposeful maturing of the sex 
drives and attitudes from birth in response 
to natural physical and emotional stimuli in 
the environment, and that the perverse be- 
havior sometimes found was the result, gen- 
erally, of unfortunate parental attitudes, 
and of natural curiosity, theorizing, and 
experimentation upon the part of the child. 
Subsequently, much confusion has arisen, 
both because of resistance to the fact that 
children could have sex feelings and drives, 
and because Freud applied the term “sex” 
to a wide area of activity* 


These investigations in regard to infan- 
tile sexuality had implications as well for 
perversions in love life, which previous to 
his discoveries were neither understood nor 
viewed with constructive insight nor an 
amelioristic approach, but rather unequi- 
vocably condemned, or at best shrugged off, 
if not vindictively punished by society. Thus 
while Freud’s theory of infantile sexuality 
proved to be disturbing, it has been vali- 
dated by experience time and time again 
and will endure, for on this discovery alone 
much neurotic behavior becomes under- 
standable and subject to modification. 


Meyer, too, saw man as an individual 
functioning in a certain physical and emo- 
tional environment. Eut where Freud 
studied and utilized the unconscious, Adolf 
Meyer, on the other hand, rather exclusively 
worked with the consciously regulated func- 
tions, shying away from the unconscious 
factors that he thought of rather as less 
available assets. Hence he constructed a 
theory of human behavior more exclusively 
objective and less subjective than did 
Freud. He looked upon consciousness as 
“man’s greatest biological achievement in 
bettering himself’, and as “the integrating 
function of the whole man”. Emphasizing 
life itself, Meyer worked in terms of the 
real and fully conscious attitudes and gave 
us concepts of subject organization and per- 

*Here possibly the term “love™ is better and more inclu 
sive. For from the very beginning to the very end of life 
there is love and the need for love—in which sex is a com: 


ponent and intercourse one consummation, but not the 
whole story. 
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sonality organization and a method for ap- 
praising man as an individual. 

Steering clear of the “imagined cesspool 
of the unconscious’? he avoided the “self- 
referring” function and often drove at those 
who laid emphasis on the less domesticated 
tendencies in civilized man. Though never 
denying the existence of unconscious fac- 
tors, by skirting them he left unattended a 
vital area of human function that indubit- 
ably calls for consideration and handling 
in any full and well rounded therapy. 
father Meyer emphasized the functions and 
assets of the total person and mobilized any 
tesources in the environment or modified it 
where necessary and feasible. As for the 
unconscious, “he did not scratch where it 
did not itch’* the patient, thereby falling 
short of therapeutic opportunities — cer- 
tainly for deeper changes where an alter- 
ation in the structure of the patient’s per- 
sonality would make a difference in the end 
result, and one more lasting. All in all, 
Meyer gave a broad pragmatic approach to 
nervous disorder, together with a great 
wealth of valuable studies of conscious func- 
tions, whereas Freud gave us not only a 
knowledge of the conscious personality and 
its technics in dealing with unconscious 
areas, but also a procedure that penetrates 
the deep layers of the personality to study 
these areas. 


Following in the footsteps of Freud, the 
analyst today, in his interpersonal relation- 
ship with the patient, uses transference and 
countertransference attitudes and phenom- 
ena, and resistances and their analyses in 
attacking neurotic disorder. In the course 
of therapy he sees the core of the disorder 
gradually come to the surface and into the 
conscious personality of the patient, and 
knows that it developed over the preoedipal 
and oedipal periods, wheu envy, jealousy, 
hate, guilt, and fear arise in connection with 
parents and siblings. The analyst, too, sees 
the workings of repetition-compulsion, 
wherein patterns of symptoms and sympto- 
matic behavior repeat themselves in conse- 
quence of conflicts — which Freud also 
pointed out. From him, too, he has an 
understanding of the deep drives and im- 
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pulses that underlie all behavior, either that 
sufficiently domesticated to be called nor- 
mal or standard, or insufficiently domesti- 
cated to be termed abnormal, as exempli- 
fied in neurotic distress. 


We observe that psychoanalysis is not ap- 
plicable to every case, but rather is essen- 
tially usable in the neuroses and neurotic 
characters, when intelligence and ego 
strength can constructively assimilate deep 
insight with corrective change. However, 
with time, the modifications in psychoan- 
alytic therapy have given us dynamic meth- 
ods to study and treat nervous disorders 
over a progressively wider range of afflic- 
tions, including even the psychoses. While 
with more economical procedures carried 
out by mature, well trained, and well ex- 
perienced therapists, treatment may be ex- 
tended to include an ever broadening range 
of human besetments. It is, in short, a vital 
and effective therapy that strikes deep into 
the character structure, enabling the suf- 
ferer to rebuild his life and living on a more 
mature and successful foundation. 

Meyer, too, developed a therapy he called 
distributive analysis and synthesis. Like 
his theory of personality function, his 
treatment of personality disorder was more 
superficial and worked with the conscious 
personality, presumably dealing with the 
deeper strivings, but not really mobilizing 
them in full terms as the Freudian therapist 
does with the unconscious. Thus these 
deeper opportunities for therapy remained 
untouched and allowed the neurotic nucleus 
to remain entrenched. Too, Meyer’s therapy 
was deprived of the great value of analyzing 
and working with transference and resist- 
ance in the emotional give-and-take of the 
physician-patient relationship that gives 
such impetus to analytic therapy. Rather 
distributive analysis works more in the 
framework of a warm, sympathetic, and 
friendly rapport, and usually little, if any 
emphasis is given to unconscious motiva- 
tion. Yet this broad, general, and infinitely 
reasonable approach, extremely methodical 
in its own right and way, served principally 
as a workable therapy for the mass of ner- 
vous persons. In its recourse to improving 
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the environment of the patient while treat- 
ing him, it is well adapted to wide usage 
in the psychoses and mild neuroses. It is to 
be especially emphasized that Meyer’s in- 
sistence that each case be treated, not as an 
example of a particular disorder, but rather 
as a disorder of that individual person, mod- 
ified the fatalistic and even nihilistic atti- 
tude that had prevailed in regard to the 
psychoses, particularly the schizophrenias. 
He demanded integrated medical consider- 
ation for the whole man: an inquiry into 
the conditions under which he became ill, 
what modifications were needed for his im- 
provement, and the marshalling of oppor- 
tunities for his therapy. A consideration 
of such specific factors in each case fostered 
a refreshing and stimulating attitude for 
studying the patient as “an experiment of 
nature’, and of finding therapy unique for 
that person. It was Meyer’s shrewd and 
courageous attack upon descriptive and 
nosological self-sufficiency that brought a 
new orientation that changed the course of 
psychiatric thought. 


However, in the more severe chronic neu- 
roses and the so-called character disorders 
where deep therapy is required, Meyer’s 
therapy is less effective. Further, unless 
it is carried out in the hands of extremely 
well trained persons, there is the possibility 
of bewilderment and confusion, and of 
losing both consistency and sequence, and 
it never becomes the moving therapy with 
dramatic changes encountered when 
transference is employed and analyzed. 
Many speak of the Meyerian as an eclectic 
but it is difficult to consider him a true 
eclectic functioning with broad assets and 
free spirit if he has not had the proper 
training in the use of free association, 
dream interpretation, and the use of trans- 
ference. However ,taking into consideration 
Meyer’s generally broad and flexible treat- 
ment of nervous disorder, and his great 
contributions to psychiatry, it would be nar- 
row to quibble on the point of strict eclec- 
ticism. 

One concedes that there is no all inclusive 
or perfect therapy in psychiatry, yet in the 
main there is not another field of medicine 
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where there are more effective therapies 
that can be employed for certain disorders 
where indications warrant and objectives 
are shaped. There are, for example, the 
more superficial therapies of counsel and 
advice; the deeper therapy of distributive 
analysis and synthesis; and the deep, mov- 
ing, and reshaping therapy of psychoan- 
alysis. We can make a comparison to sur- 
gery in this respect, where there is the 
more superficial surgery for minor or cos- 
metic disorders, or a deeper surgery for in- 
ternal disturbances, or a deep and devasta- 
ting surgery for growths requiring consid- 
erable dissection when they have invaded 
the person; then, too, we find the more pro- 
longed surgery of a reconstructive nature 
such as orthopedic and plastic surgery. Sim- 
ilarly we have psychotherapy superficial 
and deep, short and long, just as we have 
surgeries superficial and deep, short and 
long. 


In brief, the shaping situation today 
seems to be one where there is a healthy 
growth without antagonism between the 
discoveries and teachings of these two great 
physicians. Meyer gave us a sound and com- 
prehensive understanding of consciousness 
with its degrees and variations and laws of 
operation based on a broad objective ap- 
proach to the total living person in his 
milieu. His theories and methods were more 
readily assimilated into the body of medical 
tradition than were Freud’s, and by soft- 
ening the general attitude toward psychi- 
atry, he incidentally promoted a less grudg- 
ing recognition of what psychoanalysis had 
to offer, for they served as a buffer until 
the unconscious factors in human behavior 
could be accepted more readily and with 
less anxiety. Freud, on the other hand, gave 
us an understanding of man’s unconscious 
life and a method of research and a therapy 
profoundly moving and effective, striking 
at the more subjective personality, with 
special emphasis on the repressed area that 
comes to conflictual and repetitive expres- 
sion. While it is true that his theory of per- 
sonality function and his research method 
are less acceptable to the conventional 
minded, they are nonetheless valid for 


studying not only man himself, but man’s 
productions as well. In fact the contribu- 
tions of psychoanalysis to the fields of med- 
icine, psychology, sociology, and anthro- 
pology, not to mention myth, literature, and 
art, are generally recognized and accepted. 
It seems clear, then, that the psychother- 
apy of tomorrow will embody the sound dis- 
coveries and teachings of these two great 
men. One cannot help but be a better psy- 
chiatrist by knowing and employing the 
teachings of Sigmund Freud, or a more 
competent psychoanalyst by knowing and 
employing the teachings of Adolf Meyer. In 
short, the desideratum is a psychotherapy 
that will synthesize and bring into effective 
influence the wisdom, teachings, and scien- 
tific achievements of both of these masters 
in psychiatry, and the successful student 
and therapist of the future must have a 
knowledge and command of both. 
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PSYCHOANALYTICAL METHODS OF 
STUDY OF PATIENTS* 


ANNA C. D. COLOMB, M. D. 
NEW ORLEANS 





Psychoanalysis is a medical procedure im 
the special field of psychiatry. While gen- 
eral psychiatry concerns itself largely with: 
care and treatment in the psychoses, psy- 
choanalysis is employed more specifically 
in the neuroses, and personality and emo- 
tional disturbances. Psychoanalysis was 
an outgrowth of the beginning of the psy- 
chological approach in mental illness. Psy- 
choanalysis, in turn, enriched psychiatry by 
its contributions to the understanding of 
everyday human mental life and its prob- 
lems. Psychoanalytic theories and con- 
cepts did much to further the development 
of present day dynamic psychiatry. Psy- 


choanalysis is, simultaneously, a therapeu- 


*Presented at meeting of the Orleans Parish 
Medical Society, November 8, 1948. 








416 


tic method in the neuroses and a research 
method in the mental field. 
Psychoanalytic theories, concepts, and 
clinical technics stem from the original 
work of research-minded Sigmund Freud, 
a Viennese physician. He began his medi- 
cal career in 1881, doing research in nev- 
rclogy until financial responsibilities forced 
him into the clinical field. He had the wish 
to understand the nervous states, and, 
studied and used the then known methods of 
hypnosis and mental catharsis in his cases. 
He soon abandoned these methods as his 
further clinical experiences led him to the 
development of psychoanalysis. From then 
on, Freud devoted his life to the study and 
development of psychoanalytic concepts and 
technics. What he observed in his patients, 
he also applied to the mental life of healthy 
persons. Although there have been siv- 
nificant theoretical contributions and minor 
modifications of technics by other workers 
in the field, the main body of knowledge, 
the principles and clinical technics as devel- 
oped by Freud have stood the test of time 
in clinical practice, and are the basis of all 
analytical teaching and practice. The dif- 
ference in the so-called schools of psychia- 
try is largely a matter of emphasis. 
Psychoanalysis maintains that there is an 
unconscious as well as a conscious mental 
life, that very powerful unconscious proc- 
esses and ideas can produce in the person- 
ality all the effects that ordinary ideas do 
without themselves becoming conscious, 
and that it studies this unconscious mental] 
life. Psychoanalysis further maintains 
that the source of these unconscious proc- 
esses and ideas lies in the deeper instinctive 
and emotional needs of the individual; that 
mental phenomena are the result of the in- 
terplay of primitive needs and the influence 
of the environment on the expression and 
manifestations of these needs; and that the 
mental life of any individual has been con- 
ditioned by the history of the individval. 
Characteristic of most neurotic patients is 
their emotional immaturity, as evidenced 
by their difficulties in personal relation- 
ships and inadequacy in handling reality 
situations. This is a reflection of earlier 
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reaction patterns which may have been re- 
tained as such from infancy or early child- 
hocd, or regressed to frustrating or in- 
hibiting environmental pressures. Instinc- 
tual wishes and fears may falsify reality. 
Therefore, moral evaluations, expressions of 
gcod, evil, moral and immoral productions 
are regarded as products of the human mind 
and should be investigated as such. Influ- 
ences of the environment must be studied 
in detail as to their practical reality. This 
is essential in seeking a scientific explana- 
tion, and comprehension of mental disturb- 
ances, and a rational therapeutic approach 
to emotional problems and the personality 
disorders. 

Psychoanalysis divides mental life into 
conscious and unconscious mental activity. 
Conscious and unconscious mental activity 
may coexist, along with other properties 
ov consciousness may be absent as ir 
dreams or hypnosis. No idea or thought is 
continuously or permanently conscious. 
Thinking, as we know it, would be impos- 
sidie if such were the case. Our daily liv- 
ing experiences, recede into the background 
ot our thinking and feeling. Under certain 
conditions, these can again become con- 
scious, that is, may and can be recalled. 
Where such living experiences have had 
traumatic effects leading to serious emo- 
tional and personality difficulties, as we 
see most clearly in the neuroses and psy- 
choses, certain opposing forces inherent in 
every personality come into play in the in- 
terest of maintaining the organization and 
adequate function of the personality. The 
problem of the nature of these opposing 
forces and their mode of operation, led 
Freud to the doctrine of repressions and 
resistances, the recognition of infantile 
sexuality, and the interpreting and making 
use of dreams as a source of knowledge of 
the unconscious. The knowledge of these 
mechanisms made possible the development 
of appropriate therapeutic technics. 

In actual practice, the psychoanalyst fol- 
lows the generally accepted methods of 
other types of medical practice in the pre- 
liminary investigation of the patient’s 
troubles. The psychoanalyst is interested 
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in the patient’s complaints, his symptoms, 
and the duration and history of their de- 
velopment. He is interested in the physical 
aspects of the presenting medical problem. 
He is particularly interested in the evi- 
dences of increased tensions and anxieties, 
overdetermined reactions to reality situa- 
tions, and the effects of these on physio- 
logical functions, work habits, and social 
and personal relationships. Sometimes, 
special psychological tests, such as the in- 
telligence and Rorschach tests are helpful in 
evaluating the individual. In other words, 
the physician brings to bear all his medical 
knowledge in his formulation of the prob- 
lem and further plans for investigation and 
treatment. 


As to the tools of the trade, the analytical 
couch, the special arrangement of the of- 
fice, and positions of the therapist and pa- 
tient in this setting, all have become quite 
familiar to the public through the cartoons 
and articles in daily papers, magazines, 
movies, and radio. The rationale, for this 
circumstance, however, needs elaboration. 
In psychoanalytic therapy we deal with 
conscious as well as unconscious material, 
events and problems of today as well as of 
yesterday and of the past. For this purpose, 
we frequently employ the technic of free as- 
sociation. The patient lies on the couch, and 
is instructed to say what comes to his mind 
without reservation. The analyst may sit 
behind the patient. These rules are not 
rigidly followed in all cases. The aim is to 
avoid distracting influences so as not to in- 
terfere with the stream of mental activity. 
This may include dreams, relating of pres- 
ent or past difficulties, with much that is 
reminiscent of and has the coloring of in- 
fantile and early childhood experiences. 
This is made possible through what is 
known as the transference, that is, the char- 
acter of the patient’s feelings toward the 
analyst, which enables him to portray and 
transfer earlier reaction patterns and feel- 
ing relationships into the analytical situa- 
tion. These productions in the light of the 
patient’s history and other material from 
previous interviews are used as a basis for 
interpreting to the patient the meaning and 


nature of the psychological phenomena that 
constitute his symptoms. This serves to 
bring unconscious conflicts to the conscious 
level, where they may be dealt with realis- 
tically and more objectively. The aim is to 
bring about the release of old affects, and 
the giving up of immature attitudes and 
ways of dealing with life’s problems. 


In consideration of a patient for psycho- 
analytic therapy, the age, intelligence, and 
ability to cooperate are determining fac- 
tors. In some cases, a preliminary period 
ef psychoanalytically oriented psychother- 
apy, modified in the direction of conscious 
material is necessary. This is especially 
true in acute conditions such as severe 
anxiety and tension states, which may be 
prepsychotic. Much depends on the intel- 
ligence, training, skill, and resourcefulness 
of the physician. Other factors, such as 
the nature, and the severity of the condi- 
tion, and the kind of fundamental person- 
ality structure from the standpoint of inte- 
gration and organization determine what 
or how much can be achieved in any given 
case. In some cases psychoanalysis is not 
indicated, nor the therapy of choice. It isa 
long drawn out procedure, and expensive 
from the standpoint of both time and 
money. It should be undertaken only after 
thorough consideration by the patient and 
the physician, of all that long term therapy 
involves. 

Research in psychoanalysis is by the la- 
borious empirical method. The treatment 
room has definite limitations as a research 
laboratory. Current research interests are 
in the direction of shortening therapy in 
the neuroses, and developing better under- 
standing of, and therapeutic technics in the 
psychoses. Progress has been and is slow. 
This is due not only to the limitations of 
the research methods as such, but to the 
difficulty of interesting and training quali- 
fied physicians for this purpose. The 
present demand for psychiatric treatment 
creates a considerable problem for the psy- 
choanalytic training institutions in the 
country. The established institutes are 
only able partially to meet the demand, and 
new training centers are coming into exist- 
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ance. This puts the emphasis on training, 
and the development of training facilities. 
There is also a constant and increasing ac- 
ceptance and utilization of psychoanalytical 
concepts and principles in nonmedical 
fields, such as social work, education, and 
industry. There, again, we have a con- 
stant and increasing demand for teaching 
and training in psychoanalytical psychol- 
ogy. While psychoanalytic concepts and 
principles are applicable to many fields of 
human endeavor, psychoanalytic therapy is 
solely the function of the physician trained 
in this specialty. 

In conclusion, the study of patients by 
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the psychoanalytic method is that of in- 
vestigating and evaluating the expressions 
and functions of the personality, in the 
light of the total background of living ex- 
periences and influences which have 
brought about the distortions and inhibi- 
tions in the development of the patient and 
the resultant disorder. By this means and 
the use-of appropriate techniques, the pa- 
tient may be brought to more normal func- 
tioning and a happier state of mind. 
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PUBLIC RELATIONS IN ORGANIZED 
MEDICINE 


The code of the true physician through 
the ages has been to do the best he could 
and keep his mouth shut. The first part 
of the formula is as applicable now as ever. 
The second part has been altered by cir- 
cumstances as definite as they are vital. 
When the doctor assisted by his limited 
tools and drugs was all that medicine of- 
fered, then only patient-doctor relations 
existed. Developments of the past cen- 
tury have introduced many factors that 
have a bearing on that relationship. Now 
we have patient relations and we have pub- 
lic relations. 

The doctor now is merely the focal point 
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for a small, or possibly a sizable army of 
persons who work for health. The benefit 
of these efforts is bought at considerable 
cost. The physician’s part of the total 
may be,—and usually is,—small. In the 
emotional adjustment the public makes, the 
expense is assigned to the doctor. In this, 
and in various other ways, the physician is 
not understood as he once was. The prob- 
lem of proper understanding becomes one 
of education and adaptation. As we now 
realize, this is a situation which must be 
improved by the work of organized medi- 
cine, and also,—and more important,—by 
the individual physician. 

Our organizations have come belatedly 
into this field; the success of their efforts 
has been a source of great encouragement. 
They were able to put medicine’s situation 
in regard to the patient, and in relation to 
socialism, before the public through the 
usual channels of publicity. Among other 
things, they were able to inform the pub- 
lic in regard to the necessities and the ex- 
pense of adequate medical education; the 
cost of hospital service; the reasons for li- 
censing laws and for our code of ethics. 
The public can be brought to comprehend 
that medical ethics were developed and 
maintained in the best interests of the pub- 
lic, and were not the outgrowth of avarice 
and jealousy. It is essential that facts per- 
taining to these situations be presented 
many times over. 


However, as valuable as this form of pub- 
licity has proved to be, the conduct of the 
individual physician is even more vital in 
providing proper public relations. The doc- 
tor must ever keep in mind that what he 
does or fails to do is reflected upon the en- 


.tire profession. The public’s only intimate 


contact with any part of the whole field of 
medicine is with his doctor. The whole is 
good or bad as it is felt through his doctor. 
When the contact is not pleasant, the pa- 
tient reacts in his own defense by wanting 
to regulate, to sue, or to regiment medicine 
under a strong (or despotic) central gov- 
ernment. One of the most important 
sources of unpleasant contact in doctor-pa- 
tient relations is the matter of cost. Around 
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the question of cost many aspects of contro- 
versy and criticism have developed. More 
intimately in our individual contacts with 
patients, the commonest source of ill will is 
the matter of fees. Except under rigid 
direction, which would actually be social- 
ized medicine, fees are not subject to con- 
trol, and remain, therefore, a fertile source 
of conflict. When charges are not agreed 
upon, and a fee “out of line” is demanded, 
the patient feels resentment. Presenting 
this matter to the Courts it has been stated 
for our and other professions that fees are 
to be based upon the character of the serv- 
ice, the quality of the service, and the ca- 
pacity of the patient to pay. In spite of 
this, we must remember what others have 
found,—that the customer is always right. 
As has been found many times over, if a 
physician would take into consideration the 
prevailing custom of his community this 
source of friction would be materially re- 
duced. 

Another source of concern is the avail- 
ability of the physician. The public makes 
demands upon doctors in this respect that 
are not expected of any other quarter of the 
community. The quality of performance 
in the past has tended to establish this. 
When help is not within easy reach, dismay 
comes, and resentment is visited upon all 
doctors. Recognition of the importance of 
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availability has led to a system for han- 
dling emergency calls in various metropoli- 
tan areas. These arrangements are costly 
and difficult to administer, but they pro- 
mote the kind of good will that will help 
against socialized medicine. 

The particular field of relations with the 
daily press has received deserved attention 
in some states, and Colorado has achieved 
notable success in adjusting the situation 
to the interests of the editor and the phy- 
sician. Attempts have not been made to 
suppress news unfavorable or otherwise. 
Physicians are made readily available to 
assist in securing facts, to interpret medi- 
cal news, and to rationalize conflicts. The 
code of ethics in regard to press relations 
such as Colorado has arranged has served 
a fine purpose in avoiding the ill effects of 
sensationalism, which would tend to put 
organized medicine and the physician in an 
unfavorable light. Arrangements along 
these lines are recommended as a general 
policy for organized medicine, and contact 
of this order with the press is far better in 
its conception and operation than that 
which develops influence on the basis of a 
large advertising account. It is more fit- 
ting to the dignity and to the aims of the 
physician. Every contact the physician 
makes has a bearing on the public relations 
of organized medicine. 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


ANNUAL MEETING 


The committees on arrangements for the 
1950 meeting to be held in Baton Rouge 
April 24-26, have been extremely active 
during the past few months in making 
plans for the convention this year. Dr. 
U. S. Hargrove, General Chairman, and all 
of his sub-chairmen have given a great deal 
of time and thought to arrangements for all 
phases of the meeting. Information has 
been received from the Chairman of the 
Committee on Hotels, Dr. Edward G. Cail- 


leteau, that the hotels and tourist courts 
have indicated a desire to cooperate in of- 
fering suitable and adequate accommoda- 
tions for our doctors and a card has been 
sent to each member for his use in request- 
ing reservation. It is essential that these 
requests be received by Dr. Cailleteau with- 
out further delay as rooms will not be held 
much longer by the hotels and _ tourist 
courts. A sufficient number of rooms are 
tentatively being held. However, these will 
have to be released about six weeks prior to 

















the date of the meeting. Send your request 
immediately to Dr. Cailleteau, 916 National 
Bank Building, Baton Rouge. 

Dr. William O. Vennard, Chairman of 
the Golf Committee has made arrange- 
ments to hold the golf tournament at the 
Baton Rouge Country Club. This will take 
place on April 24, 25 and 26. 


Many requests have been received for 
scientific exhibit space and it is hoped that 
adequate arrangements can be made to take 
care of this important phase of the meeting. 

The pharmaceutical companies, instru- 
ment houses and other businesses have co- 
operated by buying technical exhibit space 
and although space will be limited, it is felt 
that the display will prove most interesting 
and attractive to the doctors in attendance. 

The scientific program is almost com- 
pleted. Information will be carried in fu- 
ture issues of the Journal concerning the 
program and copy will be sent to each mem- 
ber two weeks prior to date of the meeting. 

Be sure your plans for 1950 include at- 
tendance at the Annual Meeting. 
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TENURE AND OBLIGATIONS OF 
MEMBERSHIP 

The House of Delegates of the American 
Medical Association at its meeting in Wash- 
ington, D. C., December 6 to 8, 1949, adopt- 
ed amendments to the .Py-Laws of the 
American Medical Association whereby Di- 
vision One, Chapter II, Tenure of Member- 
ship, has been changed to read as follows: 

Chapter II1.—Tenure and Obligations of 
Membership; Dues: 

Section 1—When the Secretary is offi- 
cially informed that a member is not in 
good standing in his component society, he 
shall remove the name of said member from 
the membership roll. A member shall hold 
his membership through the constituent as- 
sociation in the jurisdiction of which he 
practices. Should he remove his practice 
to another jurisdiction, he shall apply for 
membership through the constituent asso- 
ciation in the jurisdiction to which he has 
moved his practice. Unless he has trans- 
ferred his membership within six months 
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after such change of practice, the Secre- 
tary shall remove his name from the roster 
of members. 


Sec. 2.—Annual dues, not to exceed 
$25.00, may be prescribed for the ensuing 
calendar year in an amount recommended 
by the Board of Trustees and approved by 
the House of Delegates. Each active mem- 
ber shall pay said annual dues to his con- 
stituent association for transmittal to the 
Secretary of the AMA. 


An active member who is delinquent in 
the payment of such dues for one year shall 
forfeit his active membership in the AMA 
if he fails to pay the delinquent dues within 
thirty days after notice of his delinquency 
has been mailed by the Secretary of the 
AMA to his last known address. 


Any former member who has forfeited 
his membership because of being delin- 
quent in payment of dues may be reinstated 
on payment of his indebtedness. 

(d) The amended By-Laws provide for 
the coilection of the AMA membership dues 
by the constituent associations for trans- 
mittal to the Secretary of the AMA. The 
detailed method to be adopted by each con- 
stituent association will vary in each state. 
In general, the method utilized by each state 
for the collection of its own component and 
constituent association dues should be fol- 
lowed. 


It is planned to provide each member of 
the AMA a membership card and certificate 
of membership when his dues are paid. 


It will be necessary for the Secretary of 
the AMA to notify those members who are 
delinquent in the payment of their dues, and 
this office will, therefore, require a com- 
plete list of all active dues paying members. 


No changes have been made in the Con- 
stitution and By-Laws of the AMA with 
respect to Fellowship. Eligibility for Fel- 
lowship and annual Fellowship dues of 
$12.00 remain the same. Under the present 


By-Laws, a Fellow will pay for the year 
1950 total membership and Fellowship dues 
of $37.00. 
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CANCER SEMINARS 


Two hundred and thirty-one doctors from 
four of Louisiana’s eight districts, attended 
the Cancer Seminars on January 4, 5 and 
6, conducted by teams of doctors from the 
L. S. U. and Tulane Medical Schools. These 
meetings were sponsored by the Cancer 
Committee of the State Medical Society, 
working cooperatively with the Louisiana 
Division of the American Cancer Society 
and the Department of Health in this pro- 
fessional education program for Louisiana. 

Reports show that the Seminars in the 
Third, Fourth, Fifth, Sixth and Seventh 
District received the commendation of all 
who were in attendance and that the splen- 
did program of study elicited enthusiastic 
approval and interest, which will mean 
even better attendance at the next series of 
Cancer Seminars scheduled for early 
March, the exact date to be announced 
later. 

The L. S. U. team, consisting of Dr. W. 
J. Burdette, Dr. Howard Mahorner, Dr. 
Louis Raider and Dr. J. H. McCormack, Jr., 
appeared in Shreveport at Charity Hospital 
on Thursday, January 5. Seventy-five 
doctors registered for the sessions held in 
the afternoon and evening, according to 
Dr. Charles L. Black, member of the Execu- 
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tive Committee of the Cancer Committee 
for the Fourth District. 

The Fifth District meeting, held in Mon- 
roe on Friday, January 6, was attended by 
50 doctors who met in the Virginia Hotel 
Rall Room for afternoon and evening ses- 
sions, after a round of wards and consulta- 
tions at the Charity Hospital (Conway 
Memorial). Dr. Jack Rawls, of Bastrop, 
was chairman of arrangements. 

The Tulane team, made up of Dr. Paul 
DeKamp, Dr. Charles Dunlap, Dr. Albert 
Segaloff, Dr. Joseph Schlosser and Dr. 
John Hunt, conducted a seminar at Baton 
Rouge on January 4, with 30 doctors 
present. 

Dr. T. Jeff McHugh reports that in La- 
fayette on January 5, where Dr. L. O. Clark 
had set up arrangements at Lafayette 
Charity Hospital, there were 28 doctors 
present. At Lake Charles on January 6, 
in St. Patrick’s Hospital, there were 48 doc- 
tors present, led by Dr. Walter O. Moss, 
Cancer Committee chairman for the dis- 
trict. 

Members of the Medical Auxiliaries in 
each of the districts made a definite contri- 
bution by their handling of registration for 
these conferences. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


FIRST INTERNATIONAL CONGRESS ON 
DISEASES OF THE CHEST 


The First International Congress on Diseases 
of the Chest will be held at the Carlo Forlanini 
Institute, Rome, Italy, September 17-20, 1950, un- 
der the auspices of the Council on International 
Affairs of the American College of Chest Physi- 
cians and the Carlo Forlanini Institute, with the 
patronage of the High Commissioner of Hygiene 


and Health, Italy, in collaboration with the Na- 
tional Institute of Health and the Italian Federa- 
tion Against Tuberculosis. 

Physicians who are interested in attending the 
Congress should communicate at once with Dr. 
Chevalier L. Jackson, Chairman of the Council on 
International Affairs, American College of Chest 
Physicans, 500 North Dearborn Street, Chicago 10, 
Illinois, U. S. A., or with Professor A. Omode? 
Zorini, Carlo Forlanini Institute, Rome, Italy. 
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LETTER TO THE EDITOR 
August 30, 1949. 
Dear Sir: 

Would you publish the following request? 

The study of twins is of great value in providing 
information concerning the respective importance 
of hereditary predisposition and environmental in- 
fluences in disease in man. The results of the use 
of this method have shown a hereditary predispo- 
sition to tuberculosis, diabetes, and tumor forma- 
tion, and a high, medium or low intelligence 
quotient. 

There is some a priori evidence showing an 
hereditary predisposition for peptic ulcer. Only 
six cases of the occurrence of peptic ulcer in the 
one or both of mono- or dizygous twins have been 
reported in the readily accessible literature. Since 
twins are born in 1 of 86 births and identical twins 
in 1 of 344 births and the general incidence of ul- 
cer is from 5 to 10 per cent there should be plenty 
of material available. 

Physicians are asked to cooperate in assem- 
bling such material by sending me cases in which 
(1) or both twins develop peptic ulcer, (2) the site 
of the ulcer, (3) the age of onset of ulcer, (4) the 
type of twins (monovular or diovular), (5) the 
sex of the twins, (6) the date of birth of the 
twins, and (7) the number and age of the brothers 
and sisters and the absence or presence of ulcer in 
each. 

A. C. Ivy, M. D., 

Department of Clinical Science, 
University of Illinois, 

1853 West Polk Street, 

Chicago 12, Illinois. 
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CONTINUATION COURSE IN 
OPHTHALMOLOGY 


A Continuation Course in Ophthalmology will be 
held March 13, through noon March 18, 1950, given 
by the Department of Ophthalmology of Tulane 
University and the Division of Graduate Medicine. 
Guest lecturers will be: Dr. Daniel B. Kirby, New 
York, New York, Professor Emeritus of Ophthal- 
mology, New York University Medical School; Dr. 
Frank B. Walsh, Baltimore, Maryland, Associate 
Professor of Ophthalmology, John Hopkins Uni- 
versity and Wilmer Eye Institute; Dr. Robert J. 
Master, Indianapolis, Indiana, Professor of Oph- 
thalmology, University of Indiana, Indianapolis, 
Indiana Medical School; Dr. Harold Falls, Ann 
Arbor, Michigan, Associate Professor of Ophthal- 
mology, University of Michigan Medical School; 
and Dr. Charles Sheard, Distinguished Lecturer 
in Ophthalmology, Tulane University of Louisiana, 
Professor Emeritus of Experimental Biophysics, 
Graduate School, University of Minnesota (Mayo 
Clinic). Additional lectures will be given by resi- 
dent faculty members of the Department of Oph- 
thalmology, Tulane University. 


LOUISIANA SOCIETY OF ANESTHESI- 
OLOGISTS 

On November 25, 1949, the Louisiana Society 
of Anesthesiologists met at Charity Hospital in 
New Orleans for their annual meeting. An ex- 
tremely interesting and informative talk was given 
by Dr. W. A. Sodeman of the Department of - 
Medicine of Tulane University, on the subject of 
“The Cardiac Patient as a Surgical Risk” and 
there followed a period of discussion of the same 
subject. Following this, the Society held a busi- 
ness meeting at which the following officers were 
elected: 

President, Dr. John Adriani of New Orleans; 
Vice-President, Dr. John W. McGehee of Baton 
Rouge; Secretary-Treasurer, Dr. A. J. Ochsner of 
New Orleans; Delegate, Dr. George B. Grant of 
New Orleans; Alternate Delegate, Dr. Stanley 
Mintz of Monroe, La. 
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REVISED GETTYSBURG ADDRESS 
One score and sixteen years ago our fathers 
brought forth upon this nation a new tax, con- 
ceived in desperation and dedicated to the propo- 
sition that all men are fair game. 
Now we are engaged in a great mass of calcula- 
tions, testing whether that taxpayer or any other 


- taxpayer so confused and so impoverished can long 


endure. We are met on Form 1040. We have come 
to dedicate a large portion of our income to a final 
resting place with those men who here spent their 
lives that they may spend our money. 

It is altogether anguish and torture that we 
should do this. But in the legal sense we cannot 
evade—we cannot cheat—we cannot underestimate 
this tax. The collectors, clever and sly, who com- 
puted here, have gone far beyond our power to add 
and subtract. 

Our creditors will little note nor long remember 
what we pay here, but the Bureau of Internal Rev- 
enue can never forget what we report here. It is 
for us, the taxpayers, rather to be devoted here to 
the tax return which the government has thus far 
so nobly spent. 

It is rather for us to be dedicated to the great 
task remaining before us, that from these vanish- 
ing dollars we take increased devotion to the few 
remaining; that we here highly resolve that next 
year will not find us in a higher income tax 
bracket. 

That this taxpayer, underpaid, shall figure out 
more deductions; and that taxation of the people, 
by the Congress, for the government, shall not. 
cause our solvency to perish. 


Reprint from “The Carpenter” 
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FELLOWSHIP IN PEDIATRICS 

A recent intensive study of child health services 
has documented widespread feeling that there 
was greater need for better training programs in 
pediatrics for general practitioners than there was 
for more pediatricans. In hopes of helping to meet 
this need, the Division of Graduate Medicine and the 
Department of Pediatrics at Tulane Medical School 
in New Orleans have collaborated in establishing 
plans for continuous training fellowships in Pedi- 
atrics designed particularly to meet the needs for 
general practitioners from rural communities who 
have a major interest in problems peculiar to in- 
fants and children 

Applicants should be less than forty-five years 
oi age, should have been out of medical school for 
less than ten years, and should have practiced and 
have planned to continue practicing in communi- 
ties having less than ten thousand population. The 
course of study will continue over a period of not 
less than three months and will encompass prac- 
tical clinical experience in all phases of infant 
and child health, active participation in the under- 
graduate and postgraduate teaching programs of 
the Department of Pediatrics, and opportunity for 
pursuit of individual clinical or research interests 
on a part-time basis. Appointments will be made 
on the basis of merit and need and the course of 
study will be highly individualized. 
can be made by any qualified individual, either di- 


Application 


rectly or indirectly or through a sponsoring agency. 
such as medical maternal and 
child health divisions of state health departments, 
sections on General Practice or Rural Health of 
the American Medical interested 
Foundations or civic groups ete. 

Responsiblity for arranging and paying for 
registration, tuition, and living expenses during the 
period of fellowship rests with the individual ap- 
plicant or his sponsoring agency. For further in- 
formation, interested individuals or agencies should 
correspond with the Director of Graduate Medi- 
cine, Tulane Medical School, 1430 Tulane Avenue, 
New Orleans, Louisiana. 


county societies, 


Association, 
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EIGHTEENTH ANNUAL MEETING— 
SOUTHEASTERN SURGICAL CONGRESS 
The eighteenth annual meeting of the South- 

eastern Surgical Congress will be held at the 
Shoreham Hotel in Washington, D. C., on March 
6, 7, 8 and 9, 1950. A comprehensive and interest- 
ing program has been arranged. For further de- 
tails, interested physicans may communicate with 
Dr. B. T. Beasley, Secretary of the Southeastern 
Surgical Congress, 701 Hurt Building, Atlanta 3, 
Georgia. The program is as follows: 
Guest Speakers 
Dr. Otto C. Brantigan, Baltimore, Md. 


Extrapleural Plombage Using Lucite Balls in the 
Treatment of Pulmonry Tuberculosis 
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Dr. Enoch Callaway, LaGrange, Ga. 
Carcinoma of the Cervix 

Dr. William C. Cantey, Columbia, S. C. 

Colostomy and Ileostomy 

Dr. Bayard Carter, Durham, N. C. 
The Treatment of Squamous Celled Carcinoma 
of the Vulva 

Dr. Richard Cattell, Boston, Mass. 
Management of Hyperthyroidsm 

Dr. Harry Lee Claud, Washington, D. C. 
Plastic Surgery of Interest to the General Sur- 
geon 

Dr. Conrad G. Collins, New Orleans, La. 
Benign Lesions of the Cervix 

Dr. Donald S. Daniel, Richmond, Va. 
Endometriosis 

Dr. Edgar W. Davis, Washington, D. C. 
Clinical Signifecance of Intrapulmonary Neo- 
plasms 

Dr. Gilbert F. Douglas, Birmingham, Ala. 
Uterine Bieeding, The Gynecologists Bete Noire 

Dr. Frederick H. Falls, Chicago, Il. 
The Management of Ectopic Pregnancy 

Dr. Albert E. Goldstein, Baltimore, Md. 
Familial Urological Diseases 

Dr. D. P. Hall, Louisville, Ky. 
The Spleen, A Few Surgical Aspects 

Dr. William F. Harper, Selma, Ala. 
Nephropexy, Its Indications, Operative Tech- 
nique and End Results 

Dr. Archibald C. Hewes, Gulfport, Miss. 
Chest Conditions which Come Under Realm of 
General Surgery 

Dr. Hal E. Houston, Murray, Ky. 
The Meckel’s Diverticulum 

Dr. Harry H. Kerr, Washington, D. C. 
Haemangio-Sarcoma of the Stomach 

Dr. Lucien A. LeDoux, New Orleans, La. 
C. Jeff Miller: His Teachings in the Manage- 
ment of Uterine Fibroids. 

Dr. Howard Mahorner, New Orleans, La. 
Explorations of the Common Bile Duct 

Dr. J. D. Martin, Jr., Atlanta, Ga. 
The Complications of Splenectomies 

Dr. Henry W. Mayo, Jr., Charleston, S. C. 
Present Status of the Surgical Therapy of Gas- 
tric and Duodenal Ulcer 

Dr. Raymond W. McNealy, Chicago, IIl. 
The Management of Carotid Body Tumors 

Dr. William F. Meacham, Nashville, Tenn. 
Surgical Treatment of Intra-Cranial Aneurysms 

Dr. A. T. Miller, Jr., Chapel Hill, N. C. 
To be announced 

Dr. Charles B. Olim, Memphis, Tenn. 
Experiences in the Surgical Treatment of Con- 
genital Pulmonary Stenosis. 

Dr. Louis M. Orr, Orlando, Fla. 
Carcinoma of the Urinary Bladder 

Dr. Neal Owens, New Orleans, La. 
Some Further Considerations in the Treatment 
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of Surface Cancer 

Dr. George T. Pack, New York, N. Y. 
Recent Advances in the Treatment of Cancers of 
the Esophagus and Stomach 

Dr. Willard H. Parsons, Vicksburg, Miss. 
Surgical Problems in the Aged Negro 

Dr. J. C. Patterson, Cuthbert, Ga. 
Gastrocolis Fistulae 

Dr. William F. Rienhoff, Jr., Baltimore, Md. 
Hyperparathyroidism Diagnosis and Surgical 
Treatment 

Dr. Charles Rountree, Oklahoma City, Okla. 
The Use of Bone Bank Bone in Bone Surgery 

Dr. Joseph S. Stewart, Miami, Fla. 
Gastric Resections and Vagotomies, Morbidity 
and Mortality in a General Hospital, not Asso- 
ciated with a Teaching Center 

Dr. Gabriel Tucker, Philadelphia, Pa. 
Diagnosis and Treatment of Carcinoma of the 
Larynx 
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Dr. William L. Valk, Kansas City, Kansas 
Segmental Renal Functions Studies in Surgical 
Patients 

Dr. H. H. Ware, Jr. 

Ectopic Pregnancy 

Dr. Robert J. Wilkinson, Huntington, W. Va. 
The Effect of Medical Education Upon Our 
Economic Future 

Dr. Charles Stanley White, Washington, D. C. 
Sigmoido-vesical Fistula: Diagnosis and 
Treatment 

Dr. William Crawford White, New York, N. Y. 
Radical Operations of Cancer of the Breast 

Dr. Hays R. Yandell, Tulsa, Okla. 

The Treatment of Extensive Burns 

Dr. George H. Yeager, Baltimore, Md. 
Treatment of Mixed Peritonitis with 
Aureomycin 
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WOMAN’S AUXILIARY, LOUISIANA STATE 
MEDICAL SOCIETY 

In 1949, for the first time, the Women’s Auxil- 
iary to the Orleans Parish Medical Society hon- 
ored two of its members for their long and signal 
service to the group by conferring honorary mem- 
bership on them for two years. Again this year, 
two more outstanding women have been elected to 
this honor for two years, namely, Mrs. S. Chaille 
Jamison and Mrs. John H. Musser. Mrs. Jamison 
served the Auxiliary as its president in 1934-35. 
Mrs. Musser was president of the Louisiana State 
Auxiliary in 1933-34. At the February meeting 
of the Orleans Parish Auxiliary, these members 
were presented certificates of honorary member- 
ship by the president, Mrs. Boni De Laureal, in 
appropriate ceremonies. Honor guests also at 
this meeting were the members of the Executive 
Board of the Auxiliary to the New Orleans Dental 
Association. 

The Periodic Health Chairman has mailed cards 
to the entire membership urging an annual medical 
check-up. 

Plans are being formulated by the Orleans Par- 
ish Auxiliary for the entertainment of the wives 
of doctors attending the New Orleans Graduate 
Medical assembly. The assembly will be held in 
New Orleans March 6-9. 

An essay contest is being sponsored by the Aux- 
iliary in the Orleans Parish schools—both private, 
parochial and public. The topic is “Why the Pri- 
vate Practice of Medicine Furnishes This Country 
With With the Finest Medical Care.” The prizes 
total $100. The judges consist of a committee of 


prominent medical and lay people, men and women. 
Mrs. Edwin R. Guidry is chairman of the essay 
contest. 

The Woman’s Auxiliary to Rapides Parish 
Medical Society is also sponsoring an essay con- 
test, the purpose of which is to make “Today’s 
Health” (the new name of Hygeia) better known 
to laymen. The title of the essay is “Improving 
Health Through Today’s Health.” The contest 
will be held the week of March 26, and will be 
open to high school students of both public and 
parochial, white and colored, schools of Alexan- 
dria. Prizes of $30 for the white students and 
$30 for the colored will be given. Mrs. Noel Sim- 
monds is chairman of the essay contest. 

Subscriptions to Hygeia have been given to the 
colored high schools of Alexandria. The white 
schools have been subscribing for some time. 

At the February meeting, the Rapides Parish 
Auxiliary elected the following officers for the 
year 1950-51: President, Mrs. H. H. Hardy, Jr.; 
President-Elect, Mrs. Henry Gahagan; Vice-Presi- 
dent, Mrs. Noel Simmonds; Recording Secretary, 
Mrs. C. E. Hensel; Corresponding Secretary, Mrs. 
R. B. Wallace, Jr.; Treasurer, Mrs. R. J. Freed- 
man; Historian, Mrs. Clarence Pierson; Parlia- 
mentarian, Mrs. Allen C. Winters. 

Dr. Alice Williams, of Church Point, was guest 
speaker at the January meeting of the Woman’s 
Auxiliary to the Lafayette Medical Society. Dr. 
Williams, who spoke on “Public Relations,” gave 
many suggestions from a physician’s viewpoint, as 
to the ways the Medical Auxiliary may be of serv- 
ice to the physician and to the community. 
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Dr. Williams also stressed that it was important 
for the Auxiliary to support such organizations 
as the American Cancer and Heart Associations. 

The Woman’s Auxiliary to the East Baton Rouge 
Parish Medical Society celebrated its 10th anni- 
versary at the January meeting. Honored guests 
were the nine past presidents and Mrs. Roy Carl 
Young, through whose efforts the Auxiliary was 
founded. Mrs. Young is a past-president of the 
Louisiana State Auxiliary. 

At the January meeting of the Woman’s Auxil- 
iary to the Tangipahoa Parish Medical Society, 
a report was made on the gifts of hard candy 
which had been given to the children’s ward of 
the Florida Parishes hospital. Miss Velmarae 
Dunn gave an interesting book review on “The 
Siamese Doctor” by Jacques M. May. 

A book review was als« riven on the programs 
of the Woman’s Auxiliary to the St. Tammany 
Parish Medical Society and the Woman’s Auxil- 
iary to the Jefferson Davis Parish Medical Society 
at their January meetings. 

Mrs. P. A. Donaldson, Councilor of the Second 
District of the State Auxiliary has been making 
plans for talks to be given by physicians on 
Nursing, Periodic Health, and Polio. 

Mrs. Donaldson entertained members of the 
First and Second Districts at a tea and sherry 
party at home in Reserve in February. 

The Woman’s Auxiliary to the Ouachita Parish 
Medical Society entertained the Louisiana Nurses 
Association at a tea in November at the Lotus 
Club of Monroe. 


The Publicity Committee of the Woman’s Auxil- 
iary to the Shreveport Medical Society has for- 
mulated an admirable policy in regard to news- 
paper publicity. The committee, of which Mrs. 
Harold J. Quinn is the chairman, thinks that the 
more serious side of the Auxiliary should be pre- 
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sented to the public. Emphasis has been placed 
on the various projects of the social hour follow- 
ing the programs. All publicity is written with 
the aim of projecting the Auxiliary as a serious 
Women’s organization rather than a social club 
of doctors’ wives. 

An active and interesting Committee of the 
Woman’s Auxiliary to the Shreveport Medical So- 
ciety is the Speakers’ Bureau. The latter was 
organized in March, 1949, by Mrs. J. T. Heard, 
then president of the Auxiliary. The purpose of 
the Speakers’ Bureau was to bring to the club 
women of Shreveport facts pertaining to socialized 
medicine. Mrs. Charles E. Rew was appointed 
chairman of the committee which consisted of 
Mesdames Eugene Wenk, Ben Cobb, Irvine Rice, B. 
P. Smith and O. C. Rigby. The speakers who 
served the bureau were Dr. Alice Holubeck, Mrs. 
A. A. Herold and Mrs. J. Bender. 

The committee contacted all women’s clubs in 
Shreveport — literary, civic, political, patriotic, 
sororities, study clubs, music and religious—to ar- 
range for a member of the Speakers’ Bureau to 
address the club on socialized medicine. Twenty- 
nine clubs were served, and the audiences were 
most appreciative. They expressed the feeling that 
their viewpoint had been broadened and that the 
whole subject was better understood as a result 
of the information given them. 

The Parent-Teacher Associations were not able 
to arrange for speakers because their programs 
had already been planned for the remainder of 
the school term. In September, the committee 
contacted 21 presidents of PTA units to arrange 
for speakers during the 1949-50 year. To date 
eight PTA units have heard an address by a mem- 
ber of the speakers’ bureau and before the end 
of the school year, all units will have been visited. 

Mrs. DANIEL M. KINGSLEY 
Chairman Press and Publicity. 
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Neoplasms of Bone and Related Conditions: Their 
etiology, pathogenesis, diagnosis, and treatment: 
By Bradley L. Coley, M. D., New York, Paul B. 
Hoeber, Inc., 1949. Pp. 765 illus. tables. 
$17.50. 

This timely book is one of the greatest contribu- 


Price, 


tions to the relatively neglected field of oncology. 
The material is presented with primary emphasis 
on the clinical aspects of neoplastic diseases of 
bone stressing differential diagnosis and measures 
necessary for the establishment of correct diagno- 
sis; the various methods and technics of therapy, 
plus a thorough evaluation of the results of the 
treatment. A number of non-neoplastic diseases of 


bone have been included in the discussion of dif- 
ferential diagnosis of bone tumors which increases 
the value of the clinical evaluation of neoplastic 
diseases immeasurably. 

It is quite fitting that the author, stimulated 
and proctored by his father, a pioneer in the field 
of oncology, and with years of vast clinical ex- 
perience at one of the largest centers devoted to 
the diagnosis and treatment of neoplasia, should 
attempt such a monumental task of compiling the 
vast amount of material contained in this book. 
It will take its rightful place as the authoritative 
text on bone neoplasia and should be included in 
the library of not only oncologists, surgeons, and 
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diagnosticians, but should be available to every 
practitioner of medicine as a reference and aid in 
the diagnosis of neoplastic diseases of bone. 

JACK WIckKsTROM, M. D. 





Essentials of Gynecologic Endocrinology: By Gard- 
ner M. Riley, Ph. D. Ann Arbor, Mich., Cadu- 
ceus Press, 1948. Pp. 205. Price, $3.00. 

This presentation of the fundamentals of repro- 
ductive physiology, the endocrine aspects of gyne- 
cological dysfunction or clinical usage and details 
of useful diagnostic procedure is based in large 
part upon lectures and discussions prepared for 
the Gynecology Endocrine Conferences of the Uni- 
versity of Michigan Medical School. 

In so many of the texts on endocrinology, one 
becomes immediately lost in the maze of inconclu- 
sive animal experimentation. Riley has chosen, 
wherever possible, to present the endocrine facts 
as they obtain in the human. 

Chapters on endocrinology of the male, hormones 
and cancer, and a list of endocrine preparations 
add to the value of this booklet. 

EUGENE H. Countiss, M. D. 





The Eye and Its Diseuse: By Conrad Berens M. 
D., F. A. C. S. Philadelphia, Wm. B. Saunders, 
Co., 1949. Pp. 1092, illus. Price, $16.00. 

The second edition bridges a thirteen year gap 
in American ophthalmic literature, during which 
time no textbook of intermediate size has been pub- 
lished. Advances in ophthalmology as recent as 
one year have been included in the text. Ninety- 
two authors, approximately 10 per cent of whom 
are foreign, have each contributed to that portion of 
the book dealing with the fields in which they are 
most noted. The Jarge number of contributing 
authors of necessity reduces the continuity and co- 
hesiveness found in texts written by one person, 
although this does not detract from the value of 
the book. The documentation of each chapter has 
largely been left to the discretion of the contribut- 
ing authors, and varies rather widely. 


The subject matter is divided into 14 sections 
and 76 chapters, many of which might well have 
been combined. Brevity of the table of contents 
has been compensated for by the addition of an 
unusually extensive alphabetic index. Excellent 
black and white photographs and sketches are pro- 
fusely distributed throughout the book. The new 
double column type method of setting has been 
utilized to facilitate more rapid reading. Particu- 
larly noteworthy are the chapters dealing with 
orthoptic training, physiology of the eye, disease 
of the conjunctiva, and general and local therapy. 
Organized orthoptic training is a relatively new 
phase of ophthalmology and has not been empha- 


sized in the older text books. The importance of 
anomolous retinal correspondence in the treatment 
of strabismus is recognized. In the chapter on 
physiology, Cogan’s excellent work on the patho- 
genesis of corneal edema and aqueous formation 
is described in detail. In the section on disease of 
the conjunctiva, Thygeson emphasizes the neces- 
sity of bacteriologic studies in making accurate, 
clinical diagnoses. Viral and allergic diseases are 
elevated to their newly recognized positions of im- 
portance. The uses of newer drugs and methods 
are presented with clarity. Among these are the 
antibiotics, wetting agents, lubricants used to 
compensate for deficiency in lacrimal secretion, 
and physiotherapeutic agents including x-ray and 
radium. No mention is made, however, of radium 
G (Beta irradiation) which has recently been popu- 
larized largely by Ilig. 

Although this volume may not supplant more ex- 
tensive foreign publications, it probably will be 
used predominantly as a textbook especially for 
basic students. This edition should be in every 
ophthalmic library. 

Cuas. A. BAHN, M. D. 
Gus C. BAHN, M. D. 


Clinical Case-Taking Guides for the Study of 
Patients: By George R. Herrmann, M. D., Ph. 
D. 4th ed. St. Louis, C. V. Mosby Co., 1949. 
Pp. 240, illus. Price, $3.50. 

To quote from the preface, this book is “a guide 
for the study of patients, a semiology of disease 
processes, a treatise on the art and science of se- 
curing a meaningful story of the patient’s symp- 
toms and a systematic examination for the signs 
of disease.” 

This well known book is now in its fourth edi- 
tion. A method of interviewing patients, in order 
to establish what sort of human being each one is, 
has been added, in the general outline, for all types 
of cases. The significance of personality func- 
tions as motivating factors in psychosomatic dis- 
orders has been pointed out. Sections on pediatric 
practice and surgical case study have been added. 

This book shows how to establish scientific meth- 
ods and systematic mental habits in taking com- 
plete: and careful histories. 

I. L. Ropsins, M. D. 


Business Side of Medical Practice: By Theodore 
Wiprud. 2d ed. Philadelphia, W. B. Saunders 
Co. Pp. 232 illus. Price, $3.50. 

The author of this little volume is the Executive 

Director of the Medical Society of the District of 

Columbia. Chapters of especial interest are those 
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on Office Financial records, Case 
records and filing, Handling of Patients’ Accounts, 


Doctor in Court, Investments and Insurance. Sug- 


Management, 


gestions included are practical and time concern- 
ing matters on which many physicians have little 
information. Young physicians in particular, would 
find this volume most useful and informative. 
Mary LouIs—E MARSHALL. 


Fundamentals of Otolaryngology: By Lawrence 
R. Boies, M. D. Philadelphia, W. B. Saunders 
Co., 1949. Pp 443, illus. Price, $6.50. 

This textbook of ear, nose and throat diseases is 
written by nine authors and is not only designed to 
meet the needs of the medical student, but also to 
provide fundamental information to the physician 
who is not an otolaryngologist. | Nevertheless, it 
would be an excellent review for any physician in- 
terested in this subject. 

The book is divided into three parts; ear, nose 
and throat and contains twenty-two chapters. The 
last chapter is devoted to prescriptions and thera- 
peutic procedures; themotherapeutic, antibiotic 
and other recent drugs, and is of most practical 
value to the student and the physician in the man- 
agement of otolaryngologic problems. 

The subject matter represents the opinion of 
today that has a factual basis and no attempt is 
made to describe in detail diseases that require a 
high degree of special training to recognize; nor 
to outline minutely such surgical procedures which 
otherwise concern the specially trained specialist 
and rightly so, since the book is obviously not 
meant for the expert otolaryngologist. 

Each one of the three sections is preceded by a 
brief surgical anatomic review and offers a con- 
cise but comprehensive discussion of the causation, 
diagnosis, pathology, treatment and complications 
of the common diseases affecting the ear, nose and 
throat. More space is devoted to important sub- 
jects and less to rare or less important subjects. 
The book is rather conclusive and many of the re- 
cent advances in hearing tests and other functional 
hearing aids, the esophageal voice after 
laryngectomy, speech training, and fenestration 
operation ete., are included. 


tests, 


The references at the end of each chapter are of- 
fered as a guide to the reader whose interest car- 
ries him to greater inquiry and they will be found 
to be adequate. 


W. A. WAGNER, M. D. 








Book Reviews 


Urological Aspects of Spinal Cord Injuries: By 
George C. Prather, M. D. Springfield, Ill., Chas. 
C. Thomas, 1949. Pp. 146. Price, $3.75. 

This monograph includes the modern concepts 
of normal bladder physiology, the changes in the 
bladder, sexual organs and upper urinary tract 
after spinal cord injury and the various types of 
treatment with their results after injury and dur- 
ing the period of recovery. A chapter is devoted 
to military policy and one to summarizing a sug- 
gested program for treatment. 

The extensive studies and experience of Dr. 
Prather enables him to handle the subject in a 
masterly fashion. In addition, he describes the 
treatment used by others in the past and compares 
their results with those of modern methods. 

The handling of impaired bladder physiology is 
thoroughly covered. The author does not believe 
that resection of the bladder neck is indicated as 
often as do Thompson, Emmett, and Bumpus. He 
also stresses the use of cystometrograms. 

The treatment of complications in the kidney 
and lower urinary tract is discussed. 

The illustrations are good and adequate, the ma- 
terial is well organized, the style is clear, concise 
and flowing and the bibliography is extensive. 

This volume will be of great value to urologists, 
neurosurgeons and all who are interested in the 
handling of a poorly understood and sadly neglect- 
ed subject. 

JOHN G. MENVILLE, M. D. 


PUBLICATIONS RECEIVED 

Lear Publishers, New York, N. Y.: The Salt- 
Free Diet Cook Book by Emil G. Conason, M. D., 
and Ella Metz, Dietitian. 

W. B. Saunders Company, Philadelphia: Dis- 
eases of the Foot by Emil D. W. Hauser, M. &., 
M. D. (Second Edition): Textbook of Pediatrics 
by Waldo E. Nelson, M. D. (Fifth Edition). 

The Williams & Wilkins Company, Baltimore, 
Md.: Principles & Practice of Plastic Surgery by 
Arthur Joseph Barsky, M. D., D. D. S. 

Paul B. Hoeber, Inc., New York: Quinidine in 
Disorders of the Heart by Harry Gold, M. D.; 
Brucellosis (Undulent Fever) by Harold J. Har- 
ris, M. D. (Second Edition). 

Charles C. Thomas, Publisher, Springfield, Illi- 
nois: Practical Neurological Diagnosis by R. Glen 
Spurling, M. D. (Fourth Edition). 











